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Massachusetts Medical Society. 


PAPERS READ BEFORE THE SECTION 
OF TUBERCULOSIS, WITH THE DIS- 
CUSSION, JUNE 6, 1916. 


Contact Points BETWEEN PULMONARY TUBER- 
CULOSIS AND SYPHILIS. 


By James A. Lyon, M.D., RuTLanp, MAss. 


Ix searching through the voluminous litera- 
ture on the subject of pulmonary syphilis, one 


is amazed and bewildered by the diversity of, 
opinions held by the medical profession on wey 


Important and, to me in the light of my experi- 
ence, unusual and uncommon condition. It has 
heen frequently suggested to me that a large 
percentage of the cases at Rutland would be 
found to possess definite pulmonary syphilitic | 
lesions, were a careful and diligent search insti- 
tuted. To test this supposition 471 of our pa- 
tients have been subjected to the Wassermann 
test. The results of these tests, together with a 
Study of their clinical significance, form a part 
of this paper, . 

The credit for the first anatomical description 
of pulmonary syphilis must be given to Depaul 
Who, in 1853, read before the Paris Academy a 
paper entitled ‘‘A Manifestation of Congenital 
Syphilis, Consisting in an Alteration of the 
Lungs Not Yet Deseribed.’’ Virchow was inclined 
to express himself with considerable reserve about 


the disease and was doubtful as to most of the 
cases that had been previously reported. He 
mentions having observed certain lesions of the 
lungs which he considered syphilitic, particu- 
larly so if there were other manifestations of 
syphilis elsewhere in the body. The most marked 
lesions that he found were a fibrous interstitial 


-|pneumonia along the bronchi, leading to the 


formation of fibrous bands passing from the 
centre of the lung along the bronchi and vessels 
toward the periphery, thus forming by their 
contraction more or less deformity of the lung. 
Along with this condition he believed that in 


certain cases there was an associated pleurisy, 


later on forming fibrous nodules beneath the 
pleura. He states that caseous pneumonia and 
gummata might also be discovered, and describes 
cavities formed from the breaking down of foci 
of caseous pneumonia, thus bringing up the 
question of syphilitic phthisis. All subsequent 
descriptions of the disease are based on this 
work of Virchow. 

Carlier, in 1882, collected 75 cases from dif- 
ferent sources, and of these he reported the 
autopsy findings in 50. Hiller, in 188+, collected 
87 cases, 84 of which were examined post-mor- 
tem. Of these Carlier had previously reported 
20. Hiller himself reported two cases in which 
syphilis of the lungs was undoubtedy present, 
there being also other evidences of syphilis. He 
is positive in his denial of the existence of a 
syphilitic phthisis and he believes that the cavi- 
ties found in the cases reported should be con- 
sidered bronchiectatie and not syphilitic. From 
the description of these cavities he was in all 
probability correct in his theory. Only 28 of 
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the 84 cases of Hiller with autopsies should be 
considered as syphilitic, the doubtful cases in all 
likelihood being pulmonary tuberculosis with 
fibrosis, 

All authorities, with almost the single excep- 
tion of Pancritius, agree that pulmonary syphi- 
lis is rare. Most of the cases that he reported 
are clinical and consist of rather indefinite pul- 
monary lesions, with frequently obscure general 
manifestations of syphilis which responded to 
iodide of potassium. From the report of the 
autopsies which he gives it would appear that 
most of his cases were also ones of tuberculosis. 

West maintains that out of 6000 syphilitic 
patients treated at the hospital in Copenhagen 
during a period of seven years, only 2 furnished 
clinical evidence of pulmonary syphilis. He 
also states that of 18 autopsies of adults who 
died of acquired syphilis, specific disease of the 
lungs was found in but three instances. Out of 
105 autopsies on children with congenital syphi- 
lis the lungs were affected in but four instances. 
Lenhartz states that his teacher, E. Wagner, 
could recall but one instance in which he could 
make a clinical diagnosis of pulmonary syphilis, 
and in which a cure followed anti-luetic treat- 
ment. 

Fowler maintains that pulmonary syphilis is 
a rare disease, and bases his statement on the 
fact that he was able to find only 12 specimens 
in the museum of the London hospital of the 
Royal College of Surgeons. He contends that 
two of these may be excluded as either not of that 
nature, or of a character so doubtful that they 
are inadmissible as evidence. None of these 
specimens is from a case of congenital syphilis. 

Councilman, who reports two cases with 
autopsy, states that the essential process in the 
production of a gumma in the lung is a pneu- 
monia with fibrinous exudation, accompanied by 
a fibrous change in the alveolar wall, the whole 
subsequently undergoing caseation. A hyaline 
degeneration of the capillaries of the affected 
area is stated to be the first step in the process; 
this is followed by atrophy of the alveolar wall. 
The alveoli become distended with large pale 
epithelial cells and fibrin; the cells also undergo 
hyaline degeneration, forming smooth bodies 
staining with eosin and varying in size from one- 
half the diameter of a red blood corpuscle up to 
that of a large epithelial cell. The capillaries 
become converted into rigid tubes and their 
lumen is much narrowed. Similar changes occur 
in the small veins and arteries. Immediately 
around the bronchi and arteries there is a for- 
mation of connective tissue. ard here the alve- 
olar walls show much thickening and contain 
small round cells. The whole of the structure 


thus altered tends to undergo necrosis, and when 
that change is complete a caseous-looking mass 
results, 

Of cases of acquired syphilis of the lungs 
there are two varieties.. In one there are gum- 
mata which vary considerably in size and fre- 
They may range from one eighth of an 


quency. 


inch to several inches in diameter, and there 
may be one or several of such masses scattered 
throughout the lung. In their incipient stage 
they are elastic and of a whitish or reddish-white 
color. At a later period they -may undergo 
caseation and soften, or even become of firmer 
consistency. Accordingly gummata appear so 
like tuberculous masses that to differentiate them 
is a difficult problem. They are located in the 
interstititial connective tissue surrounded by a 
dense fibrous capsule. It is maintained by some 
that these gummata may soften and break into a 
bronchus and thus be discharged, thereby de- 
veloping a cavity. Osler believes that when such 
a condition does occur it is caused by the 
action of tubercle bacilli. Usually these gum- 
mata are converted into dry, firm, cheesy masses, 
or else they undergo transformation into inter- 
stitial tissue. In the post-mortem examination 
of patients dying in the tertiary stage of syphilis 
stenosis of the small and large bronchi has been 
found, due to cicatricial contraction. These 
gummata may undergo fibrous changes, their re- 
sulting cicatricial contraction producing stenosis 
of the bronchi which, if complete, causes atelecta- 
sis of the air ceils supplied by the stenosed 
bronchus, while a bronchiectasis may develop on 
the tracheal side of the stenosis. 

The interstitial hyperplasia appears to have 
no characteristics which would in any way dis- 
tinguish it from fibrosis due to tuberculosis, ex- 
cept in that it seems to have a tendency to be 
confined to one lung. This fact has been brought 
out very clearly by radiographs shown to me a 
few days ago by Dr. Holmes at the Massachu- 
setts General Hospital. These were proven 
cases of syphilis, and the diagnosis of syphilis of 
the lungs was suspected. In one instance there 
was a marked destructive condition of the whole 
of the left lung with no apparent involvement 
of the other, a condition which would not be apt 
to occur in a given case of pulmonary tubercu- 
losis, because of the improbability of the oppo- 
site lung escaping infection. In another case 
there were two well defined areas, one occupying 
the upper portion of the left lung, and the other 
located in its lower portion. These areas were 
clean cut and the rest of the lung was not 
affected, nor were there any evident lesions in 
the right lung. One would hardly expect to find 
such a condition existing in pulmonary tubercu- 
losis. 

The clinical picture produced by syphilitic 
disease in the lungs is rather indefinite and de- 
pends to a great degree upon the extent of the 
disease process. It is doubtful if a single gum- 
ma would produce symptoms unless it should be 
of sufficient size, or located in such a position as 
to cause pressure on important blood-vessels, or 
large bronchi. Likewise, the presence of inter- 
stitial changes at the root, or in the interior of 
the lung, is hardly likely to produce symptoms 
unless it is sufficiently extensive to interfere with 
the respiratory capacity. ; 

There is a class of cases, however, in which 
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the clinical picture of chronic phthisis is ob- 
served, and these are described by some authors 
as pulmonary syphilis. They occur in patients 
who present evidence of tertiary lues, or have 
been infected from 5 to 15 or 20 years previ- 
ously. Whether the symptoms produced in such 
cases, however, are really due to syphilis is a 
much-disputed question, and one that has not 
so far been settled. 

It is safe to state that the symptoms referable 
to pulmonary syphilis are not as a whole alike 
in every case, nor are they sufficiently character- 
istic as a group to make positive the diagnosis of 
syphilitic disease of the lungs, as differentiated 
from other pulmonary diseases. Indeed there 
are no symptoms distinctive of pulmonary 
syphilis. 

In regard to syphilitic lesions of the bronchi, 
it seems of importance to bring out the fact that 
the signs of bronchitis which are found in the 
second stage are, as a rule, general in their dis- 
tribution; while in the tertiary stage they are 
usually localized, owing to the tendency at that 
period to form interstitial changes or gummata 
in the bronchi. If stenosis occurs there may at 
first be bronchial breathing limited in area, and 
this may be found most frequently about the 
root of the lung posteriorly. As the capacity of 
the bronchi becomes narrowed, the respiratory 
murmur over the pulmonary area which it sup- 
plies becomes more and more altered until finally 
it disappears when the air ceases to pass the 
stenosis. If bronchiectasis occurs it will be fol- 
lowed by cough with profuse purulent and often 
foetid expectoration, and it is also accompanied 
by general constitutional disturbances, such as 
loss of weight and elevation of temperature. 

Cough seems to be one of the earliest and most 
prominent symptoms in the cases reported in the 
literature on the subject. At first it is laryngeal, 
then it becomes tracheal or bronchial. Dyspnoea 
would appear to come next in point of frequency, 
and varies in severity according to the degree of 
the lesion. It may be mild when the process is 
slight, or very severe when marked fibrosis or 
Stenosis of one of the main bronchi is present. 
The dyspnoea tends to become paroxysmal and 
to assume the character of bronchial asthma. 
Hemoptysis is not of frequent occurrence, but it 
may occur and prove fatal. Expectoration may 
be profuse, purulent, greenish or yellowish in 
color and offensive. It may also be streaked with 
blood. Foul expectoration is common in cases 
of advanced pulmonary syphilis. Pain may be 
present, but it is not so prominent a feature as 
In pulmonary tuberculosis. It is usually due to 
a syphilitic perihepatitis and not to pleural in- 
flammation. Emaciation is not, as a rule, nearly 
So extreme and rapid as in tuberculosis, but with 
advanced lesions in the lungs the difference is 
not so remarkable as to be of any value from a 
diagnostic point of view. Night sweats may 
ere. Pyrexia may be present to a greater or 
9 degree, depending upon the extensiveness of 

¢ pulmonary lesions. There may be a complete 


absence of fever in the early stages of the dis- 
ease, and on the other hand it may assume the 
hectic type, as in tuberculosis, if the process is 
extensive. 

The lesions of pulmonary syphilis are rarely 
of such a nature as to produce physical signs by 
which they can be distinguished from other pul- 
monary diseases of an entirely different origin. 
On inspection there is likely to be an altered 
appearance of the chest, depending upon the 
extent and location of the fibrosis, but it will 
hardly present the retraction of the apices so 
frequently seen in tuberculosis. If there are 
extensive changes in the lungs their expansion 
will be diminished, and there may be unilateral 
retraction like that seen in cases of fibrosis from 
other causes. Areas of consolidation and cavi- 
ties will be recognized by the ordinary signs, 
probably long before syphilis is suspected. 

A careful inquiry should be made into all 
eases of pulmonary disease as to the possibility 
of a latent syphilitic infection. It has been my 
experience in the routine taking of histories that 
almost invariably a patient will deny that he has 
ever had lIues, and in many instances they are 
perfectly honest in their statement, because they 
have not known of the nature of their disease. 
At Rutland I am able to obtain a definite syphi- 
litie history, in many instances only after the 
patient has been notified of the result of the 
Wassermann test. 

Careful search should be made for syphilitic 
lesions in the calvarium, the sternum, ribs, testes, 
larynx, liver and spleen, and if there is a suspi- 
cion of syphilis the search should not be aban- 
doned in a case of pulmonary disease with a 
positive, or even a negative, Wassermann with- 
out first having a careful radiograph taken of 
the lungs and the long bones. ; 

In pulmonary tuberculosis the gpices of the 
lungs are the parts most frequently affected, and 
the disease has a tendency to spread downward 
over a definite line of march. One lung is rarely 
found extensively diseased without an involve- 
ment of the other. The lesions of syphilis on the 
other hand seem to localize themselves about the 
root, base, and central portions of the lung, and 
they are, as a rule, confined to one lung, even 
when there is a marked destruction of tissue. 
Careful study of undoubted specimens of pul- 
monary syphilis, however, does not bear out the 
statement frequently made that the lesions are 
generally limited to the middle portion of the 
lung, They are so often found elsewhere that 
their more frequent occurrence in that part 
ceases to be a factor in diagnosis. 

The presence of cavity signs in the lung and 
the expectoration of large amounts of sputum 
persistently negative to tubercle bacilli should 
always suggest pulmonary syphilis. In these 
eases and in all other doubtful ones an x-ray 
examination should be made by a skilled roent- 
genologist who has had considerable experience 
in the taking and interpreting of chest findings. 
The Wassermann test should, in my opinion, be 
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given to every case presenting a pulmonary dis- 
ease, and a negative finding after repeated tests 
should not necessarily be considered as evidence 
to exclude the possibility of a syphilitic origin. 
In all cases of pulmonary tuberculosis, which are 
at all doubtful, when the sputum is persistently 
negative, the subcutaneous administration of 
Koch’s Old Tubereulin should be given in doses 
and periods laid down for that test. If the tu- 
berculin reaction is negative, and there is a 
marked Wassermann reaction, and if the x-ray 
examination of the chest is confirmatory or sug- 
gestive, if lesions are found in the bones and 
there are other manifestations of syphilis pres- 
ent, a diagnosis of pulmonary syphilis would 
seem probable. On the other hand, if a positive 
reaction to tuberculin occurs in a given case of 
pulmonary disease with a marked positive Was- 
sermann, it will be diffieult indeed to make a 
correct diagnosis because the two diseases, pul- 
monary tuberculosis and syphilis, may co-exist 
while the x-ray examination may not be of as- 
sistance. 

It has been suggested by some writers on this 
subject that if a pulmonary disease which has 
not responded to ordinary non-specific treatment 
were put on an anti-luetic treatment, and the 
process thereupon improved or disappeared, one 
would be justified in maintaining that the case 
was syphilitic. It will be noted that in the cases 
Numbers 1 and 2, here reported, the physical 
signs in the chest and the general condition 
showed striking improvement under nothing but 
the usual sanatorium treatment. Both of these 
patients had definite signs in the chest, and 
symptoms pointing to tuberculosis. An x-ray 
examination made in one of the cases showed an 
apical lesion. They had a positive and a doubt- 
ful Wassermann respectively and negative spu- 
tum. On the administration of 1 mgm. of Koch’s 
Old Tubereulin they failed to react, as they did 
also to 3, 5 and 10 mgms. respectively. Both of 
these patients were referred to us from large 
hospitals. They had been examined repeatedly 
and considered to be tuberculous. During their 
stay in the sanatorium they have increased 
greatly in weight, and the physical signs have 
entirely disappeared. Had these patients been 
put on anti-luetic treatment and the same result 
had occurred, we are confident that we should 
have been disposed to credit the improvement to 
the therapeutic effect of the drugs. On the 
other hand, even in a given case of pulmonary 
syphilis where marked changes in the strueture 
of the lung have taken place, with cavity forma- 
tion, strictures of the bronchi, ete.. one would 
not expect specific treatment to improve these 
conditions, 

Tn still another instance (Case 3), where there 
were marked physical signs in the chest with a 
negative sputum on repeated examination and a 
positive Wassermann, the patient was put on 
specific treatment, mercurial inunctions and po- 
tassinm iodide, and within a very few weeks the 
process in his chest became more active. He 


began to cough and expectorate large amounts of 
muco-purulent sputum which contained tubercle 
bacilli. The x-ray diagnosis in this case was 
pulmonary tuberculosis, involving the upper two- 
thirds of the left lung and the apex of the right. 

Case 4 had well defined lesions in both lungs. 
His sputum was positive on admission, but was 
negative thereafter on repeated examinations, 
It was only a short time before his discharge 
that his blood was examined and found to be 
positive to the Wassermann reaction. This pa- 
tient gained 26 pounds in weight during his 
residence, and at the time of his discharge his 
pulmonary disease was ‘‘apparently arrested.’ 
The x-ray report is as follows: ‘‘Dilated arch 
with dense mottled areas in both apices.’’ If 
this patient had been given specific treatment 
and had made a similar improvement we might 
have considered that this was an instance of an 
associated pulmonary tuberculosis and syphilis. 


Case 1. Admitted January, 1916. Female, house 
wife. Age 28. Married. Family history, negative. 
Well as a child, with the exception of having had 
children’s diseases. Menses established at 15, but 
have always been irregular. Was married ten years . 
ago, and has a healthy, living child, aged 9 years. 
She has had no miscarriages. She gave a negative 
history to syphilis prior to the positive findings of 
her Wassermann test, but following this she stated 
that she had an eruption on her skin shortly follow- 
ing the birth of her child. She had no treatment 
for this condition. During the past several years 
she has had pain in her back, suffered occasional 
chills, gradual loss of strength, anorexia, con- 
stipation, and during the past few months has lost 
about 12 pounds in weight. There has been no 
cough or expectoration. : 

In December, 1915, she was treated at one of the 
hospitals in Boston, and a diagnosis of incipient 
tuberculosis was made and confirmed by the x-ray 
examination. The process at that time, so she was 
told, was in the right apex. Later she was exam- 
ined at another hospital, and was advised to go to 
Rutland for treatment. Her application blank was 
marked “incipient.” 

On admission she complained of loss of strength, 
constipation, slight morning expectoration and pain 
in the back. Her temperature was 99° F. and her 
pulse was 102. 

Physical Examination.—Fairly well developed; 
fairly well nourished; attitude erect; color of lips 
and mucous membrane normal; teeth in good condi- 
tion; pupils equal and react. Nares, pharynx and 
larynx normal. There are several large and small 
sears about the shoulders and back, which are stated 
to have been caused by being scalded by hot water. 
There is no enlargement of the lymph nodes. The 
chest mobility and symmetry are normal. Heart 
normal. On percussion there is slight dulness in 
the right apex anteriorly extending down to the 
second rib, and posteriorly extending down to the 
fourth vertebra, Over this area there is broncho- 


vesicular breathing, and there are a few medium 
rales; the left apex is a little high pitched on per- 
cussion, and there are a few fine rales present. 
The temperature throughout her stay ranged 
from 97 to 99° F.; her pulse has varied from 70 to 
105, with a steady gain in weight and strength. The 
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physical signs have gradually disappeared from her 
chest, and her sputum has been on repeated exami- 
nations negative to tubercle bacilli. On March 14, 
1916, following the routine examination of patient’s 
blood, she was found to have a positive Wasser- 
mann. Consequently, beginning on May 16, 1916, 
she was given 1, 3, 5 and 10 mgms. respectively of 
Koch’s Old Tuberculin subcutaneously, and there 
‘was not the slightest local, focal, or general reac- 
tion. This was apparently not a case of pulmonary 
tuberculosis, and she was discharged with instruc- 
tions to take specific treatment, having gained 15 
pounds in weight. 


Case 2. Admitted Feb. 11, 1916. Female. 
Housewife. Age 25. Married. Mother and father 
well. An only brother died of pulmonary tubercu- 
losis two years previously. She was delicate as a 
child, having had pneumonia at the age of three 
months, diphtheria in childhood, measles, ete. 
Menses established at 14, irregular. Was married 
six years ago, and has two children living and well. 
She had an induced miscarriage two years ago, and 
has not been well since that time. She gave a nega- 
tive history to syphilis on admission. During the 
past two years she has complained of a moderate 


-cough and expectoration, together with pleural 


pains. She has been suffering from moderate dysp- 
nea, and in May, 1915, she expectorated about a 
drachm of clear blood. The same thing occurred 
in January, 1916, but the blood then expectorated 
amounted to about one ounce. There has been a 
gradual loss of strength during the past two years. 
Her usual weight is 110 pounds, but on admission 
she weighed only 104 pounds. 

She had been treated by various physicians and, 
during February, 1916, an application was made 
for her admission to the State Sanatorium by her 
physician, who stated that she was between the in- 
cipient and moderately advanced stages of her dis- 
ease. The duration was stated to be two years, and 
the process was marked as being in the right apex 
anteriorly, 

Her symptoms on admission consisted of moder- 
ate cough, moderate loss of strength, insomnia and 
moderate dyspnea. 

Physical Examination—Poorly developed and 
poorly nourished ; attitude erect; color of lips pale; 
teeth fair; pupils equal and react. Lymph nodes 
negative. Nares, pharynx and larynx negative. 
Mobility and symmetry of the chest normal, Heart 
normal. 

There is slight dulness in the right apex ante- 
riorly, extending down to the third rib, and pos- 
teriorly extending down to the fourth vertebra; 
high pitched breath sounds and medium coarse 
rales are present over all this area. 

During her residence her temperature fluctuated 
between 97.4° F. am., and 99.2°F. p.m., and her 
pulse varied between 70 a.m. and 106 p.m. She 
gained 10 pounds in weight. Her symptoms have 
all disappeared, and she is stronger and the phys- 
ical signs in her chest are now negative. 

She had a doubtful Wassermann on two exami- 
nations, Her sputum was negative to tubercle ba- 
cilli on repeated and careful examinations, On 
May 16, 1916, she was given 1 mgm. of Koch’s Old 
Tuberculin subcutaneously, which failed to cause a 
reaction, and consequently she was given 3, 5 and 
10 mgms. respectively, following which there was 
still no reaction. She was therefore discharged as 


non-tubereular, with the recommendation that she 
take specific treatment. 


Case 3. Admitted October, 1918. Male. Age 20. 
Cook. Single. Family history, negative. As a 
child was delicate, and had the usual diseases of 
childhood. He denied having had syphilis. His 
present illness began in March, 1913, at which time 
he claims to have had a “touch of pneumonia.” 
Since then he has been losing weight, has had a 
moderate cough and expectoration. He has had a 
slight evening temperature, night sweats and mod- 
erate loss of strength. On admission the foregoing 
symptoms were still present. 

Physical Examination.—Fairly well developed 
and nourished; attitude erect; color of lips and mu- 
cous membrane normal; teeth in good condition; 
pupils equal and react; lymph nodes negative, The 
ears, nares and pharynx are normal. There is a 
slight thickening of both vocal cords, with moderate 
inflammation and catarrh. Mobility and symmetry 
of thorax normal. Heart normal. There are no 
scars of any kind upon the body. There is a slight 
incipient lesion in the right apex, with dulness in 
the left lung, extending down to the third rib ante- 
riorly, and to the sixth vertebra posteriorly, in 
which area there are numerous rales, and also harsh 
breathing. 

During the first few months of his residence he 
ran a rather irregular temperature and pulse. His 
sputum was persistently negative to tubercle ba- 
cilli. On Aug. 18, 1915, his Wassermann was posi- 
tive, and on questioning him he admitted that he 
had had a primary lesion in 1912. He took “pills” 
for several months, and there were no secondary 
manifestations of the disease. Iodide of potassium 
was given, together with inunctions of mercury. 
Because of the “two-year residence rule,” he was 
discharged as a patient in September, 1915, as “im- 
proved,” and took up employment in this institu- 
tion. Some time later he began to lose weight, his 
cough increased and he raised large amounts of 
muco-purulent sputum, which contained tubercle 
bacilli. The physical signs in his chest increased, 
and his temperature, which had been normal for 
several months, became elevated. The x-ray diag- 
nosis was tuberculosis of the upper two-thirds of 
the left and the apex of the right lung. 


Case 4. Admitted June, 19T5, Male. Age 37. 
Printer. Married five years, no children. Family 
history negative. .As a child was well, with the ex- 
ception of diseases of childhood. He denied having 
had syphilis. His present illness dated from about 
one year back, at which time he began to feel run 
down. In January, 1915, he coughed and expecto- 


‘rated moderately, and later he complained of dys- 


pnea, chills, moderate fever, night sweats, ete. On 
admission he had practically no cough or expectora- 
tion, and none of the above symptoms were present. 

Physical Examination—General development 
fair; well nourished; attitude erect; color of lips 
and mucous membrane normal; teeth, artificial up- 
pers, lower ones in good condition. Mobility and 
symmetry of thorax normal. Heart normal. There 
are interstitial changes in the right lung, involving 
the upper and middle lobes anteriorly, and the 
upper lobe and upper half of the lower lobe pos- 
teriorly, with moderate activity. There are scattered 
deposits in the apex of the left lung, with slight 
activity. While under treatment he ran a practi- 
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cally normal temperature and pulse, and his spu- | of the lungs which we think are syphilitic are 


tum, although it was examined repeatedly, was 
found to contain tubercle bacilli only once during 
his residence. 

On Oct. 2, 1915, his Wassermann was found posi- 
tive, and he then informed us that he had had an 
initial lesion in 1900, for which he took mercurial 
pills for about one month, In March, 1916, an 
X-ray examination showed dense mottled areas in 
both apices. Diagnosis, pulmonary tuberculosis. 
He was discharged in March, 1916, having gained 
26 pounds in weight, and the physical signs in his 
chest had entirely cleared up, there being nothing 
present but a few fibroid changes in the tops of 
both lungs. 


Of the 471 cases having received the Wasser- 
mann test, 430 were negative, 10 were doubt- 
ful, 2 were unsatisfactory, and 29, or 6%, were 
positive. Of the 430 negative cases 140 had in- 
cipient pulmonary tuberculosis, 105 of these 
had repeated negative sputum, and 35 had posi- 
tive sputum. Moderately advanced, 222, and of 
these 75 had negative sputum, and there were 
149 instances where it was positive. The re- 
maining 68 were far advanced; and of these 7 
were negative, and 61 had positive sputum. 
The sputum was negative in 4, and positive in 
2 of the doubtful cases in the incipient stage; 2 
had negative and 2 had positive sputum in the 
moderately advanced stage. There were no 
doubtful cases in the far advanced stage of 
their pulmonary disease. Of the 2 unsatisfac- 
tory cases, both of which were in the moder- 
ately advanced stage, one had a_ positive 
sputum and the other was negative. 

A positive Wassermann was obtained in 10 
incipient cases, and of these cases 8 had nega- 
tive sputum and 2 positive sputum. In the 
moderately advanced stage, 4 had negative and 
11 positive sputum. In the far advanced stage 
there were only 4 that gave a positive Wasser- 
mann, and in each instance the sputum was 
positive. 

From my experience at Rutland, and the 
careful consideration of the cases there, I am 
firmly convinced that all patients who are suf- 
fering from diseases of the lungs should be 
given repeated Wassermann tests. It is by 
this method, together with a careful study of 
the x-ray findings and physical signs in these 
organs, that we may hope to settle this difficult 
and complex question of what really consti- 
tutes clinical pulmonary syphilis. 


DISCUSSION, 


Dr. W. A. Hinton, Cambridge: I am much 
pleased with the points Dr. Lyon brought out 
in his paper, especially the description which 
he gave of the pathology of the disease. In a 
review of more than 5,000 autopsies, I do not 
recall a single case where the diagnosis of syph- 
ilis of the lungs was made in an adult. There is 
a good deal of work to be done on the disease, 
and we cannot be absolutely certain that lesions 


such until spirochetes are found. 

In regard to the incidence of syphilis among 
the tuberculous, out of 1164 cases examined by 
the State Wassermann Laboratory from pa- 
tients in the Boston Consumptives’ Hospital 
and in Rutland, 105, or 9%, gave positive re- 
actions; 49, or 4. 5%, doubtful reactions. These, 
Wassermann tests were done as a routine in 
these two institutions. It is of interest to com- 
pare these statistics with others. In the case of 
the Lying-in Hospital, in 1130 cases about 
5.9% were positive and an equal per cent. were 
doubtful. It would seem to indicate that 
roughly from 5 to 7% of the inhabitants of 
‘Massachusetts are syphilitic. I take the sta- 
tistics of the Boston Lying-in Hospital as giv- 
ing the average, as these people apply for a 
specific complaint—pregnancy—and no dis- 
eased condition. On the other hand, in general 
hospitals, about 20% of all patients give a posi- 
tive Wassermann. 

As bearing upon the relative frequency of a 
‘negative or positive sputum in the cases with a 
positive Wassermann test, the following statis- 
tics will give some information: In the Boston 
Consumptives’ Hospital and Rutland State 
Sanatorium in 67 positive Wassermanns, 35 had 
a positive sputum and 32 had a negative. In 707 
negative Wassermanns, 364 had a positive sputum 
and 343 had a negative. In other words, there 
is no more likelihood of finding a positive Was- 
sermann in cases with a negative sputum than 
in cases with a positive sputum. 

In conclusion, I wish to ‘emphasize Dr. 
Lyon’s poiut to the extent of saying that I be- 
lieve that all patients, whether private or insti- 
tutional, who have a diagnosis suggestive of 
pulmonary involvement, should have a Wasser- 
mann test performed. 


Dr. C. Morton SmirtuH, Boston: This subject 
was first brought to my attention about twelve 
or fifteen years ago, when a patient of mine, 
definitely luetic, who had been under treatment 
for a matter of three or four years, fell over- 
board down the Harbor one day in June. The 
wetting and exposure were followed by an at- 
tack of pleurisy, according to his description. 
Two or three months later he applied at one of 
the hospitals for a chest examination, and was 
recommended to a State sanatorium as a case 
of incipient tuberculosis. He remained at the 
institution about ten months, and during that 
entire period had a persistently negative spu- 
tum. It was before the days of the Wasser- 
mann test. The guinea-pig inoculated with his 
sputum in December was killed the following 
June, and, at the post mortem, showed no evi- 
dence of tuberculosis. 

As far as diagnostic signs on ‘dieaiiaad. exami- 
nation are concerned, it seems impossible to dis- 
tinguish, from physical examination alone, 4 


case of syphilis of the lung from tuberculosis, 
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judging from the cases that have proven to be 
definitely syphilitic; for practically all these 
eases have either been recommended to, or have 
spent a certain time in, one of the State sana- 
toria, having been sent there by experts. It 
seems to me that the x-ray furnishes one of the 
most valuable aids in the matter of diagnosis. 
The distinctions have been brought out by the 
reader, and I will not dwell on them. 

Another point the reader mentioned is the 
well being of the individual with syphilis of the 
lung, as compared with the same degree of pul- 
monary involvement of tuberculosis. It seems 


to me that, in the matter of syphilis of the nite contra-indications to salvarsan. 


observations that syphilis fails to give a positive 
reaction, even in large doses of the old tuber- 
eulin. I was interested in what Dr. Lyon said 
about the tuberculous process lighting up after 
the administration of mercury and potassium 
iodide. I was not sure that treatment of this 
sort would cause irritation or a lighting up of 
the tuberculous condition, but I am convinced 
that salvarsan has that effect. I am sure that 
I have lighted up tuberculous conditions from 
the injection of salvarsan in patients with a 
double infection. It seems to me that tubercu- 
losis of the lungs is ordinarily one of the defi- 
The con- 


lung, the Wassermann is of about the same sideration today deals with a definite luetie con- 


yalue as it is in other questions of syphilitic in- 
volvement. It is not so much a test as an addi- 
tional symptom or sign of the disease. When 
we realize that the Wassermann reaction is 
positive in a large percentage of cases of lep- 
rosy, sleeping sickness, and certain other condi- 
tions, we see that it is far from a specific test. 
There are other temporary conditions in which 
the reaction is positive, such as certain febrile 
conditions, malaria at the time of the chill, 
pneumonia, scarlet fever, and sometimes after 
ether anesthesia. This winter at the Massachu- 
setts General Hospital there were several cases 
of broncho-pneumonia that gave a varying de- 
gree of positive result, the reaction becoming 
negative, with no anti-syphilitic treatment, 
when the fever subsided. Probably other condi- 
tions, unknown at the present time, may give a 
temporary positive reaction. 

There is one point not mentioned which I 
think is of value, and that is the need of per- 
forming the Wassermann test on other members 
of the family—the husband or wife, as the case 
may be. In cases where the patient fails to 
give a positive reaction, the mate may give a 
positive reaction in a fairly definite percentage. 
~ same is true of examination of their chil- 

ren. 

The x-ray plates, which Dr. Lyon speaks of 
as having been shown him by Dr. Holmes, were 
undoubtedly from one of our eases of congenital 
syphilis, where one lung is practically consoli- 
dated, while the other shows no evidence of in- 
volvement. 

The persistent negative examination of spu- 
tum for tubercle bacilli is another striking 
point in this condition. 

Dr. Hinton has probably given the correct 
solution of the failure of the pathologist to rec- 
ognize this condition in the lung macroscop- 
ically. In the same way definite specific lesions 
of long bones are revealed by the x-ray alone. 

In the matter of tuberculin tests, Dr. Otis 
published some cases several years ago where he 
did the tuberculin test on a certain number of 
definitely known lueties, with no signs of tuber- 
culosis, As I remember it, he obtained about 
331/3% of positive reactions in syphilis. That 
18 interesting ‘in connection with Dr. Lyon’s 


dition of the lung, not the combination of syph- 
ilis and tuberculosis. A certain number of 
luetics are going to become tuberculous, and a 
certain number of tuberculous individuals will 
acquire syphilis. These cases of syphilis of the 
lung that simulate tuberculosis are of particular 
interest. 

I do not wish to enter into controversy with 
the laboratory men on the subject of Wasser- 
mann reactions, but I wish to reiterate once 
more the fact that the Wassermann reaction is 
not a specific test for syphilis; it is a group 
reaction. 

All the patients with positive reactions, even, 
though they may be moderate or weakly posi- 
tive, are sent from the Lying-in Hospital to the 
Syphilis Department of the Massachusetts Gen- 
eral Hospital for observation and treatment. 
There is a certain number of cases that are 
reported as ‘‘doubtful’’ or ‘‘suspicious.’’ I 
do not understand that the reaction is doubtful 
or suspicious, but the laboratory man is in 
doubt as to whether that patient should be 
ealled syphilitic or not. It would seem that 
more help could be given the physician if the 
degree of positiveness of the reaction is re- 
ported, rather than the report ‘‘suspicious’’ or 
‘‘doubtful.’’ The moderate and weak positive 
reactions to the laboratory man mean a definite 
per cent. hemolytic reaction. When interpret- 
ing the Wassermann findings with the clinical 
signs on physical examination, it may be a re- 
solving syphilitic infection, that gives you only 
a moderate or weak reaction, or perhaps the pa- 


‘tient has been recently under treatment, and 


thus gives a moderately positive reaction, or it 
may be one of the false positives. It leaves one 
less in doubt to know the degree of positiveness. 


Dr. Rocer I. Lez, Cambridge: The pathol- 
ogy of syphilis and tuberculosis is very similar. 
We all know how common pulmonary tubercu- 
losis is. On the other hand, our pathologists 
tell us that syphilis of the lung is very rare. 
The great difficulty from the clinical point of 
view comes from the question of diagnosis. 
We have no means of diagnosing syphilis of 
the lung in life. We cannot find spirochetes in 
the sputum. Even if we did they would prob- 
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ably come from the mouth and not from the 
lung. We are, therefore, thrown back on the 
Wassermann reaction, which, as Dr. Smith has 
pointed out, is, after all, not a specific reaction. 
The Wassermann test is of tremendous value, 
and, other things being equal, a positive re- 
action indicates syphilis. But in the presence of 
any very marked disease of any sort, one has 
to be a little chary about accepting a positive 
and especially a doubtful Wassermann reaction. 
Furthermore, the presence of a positive Wasser- 
mann reaction in no wise necessarily involves 
the lungs. It is a general reaction and not 
at all a local reaction in the lungs. We have a 
positive means of diagnosing tuberculosis of the 
lungs by finding tubercle bacilli in the sputum. 
On the other hand, the absence of tubercle ba- 
cilli from the sputum, even on repeated exami- 
nations, is of no great importance. If the 
search is persistent enough, we usually find tu- 
berele bacilli. I should be very regretful if this 
section broke up with the idea that negative 
sputum examination for tubercle bacilli was of 
any real value in eliminating tuberculosis, and 
in suggesting that the disease was syphilis of 
the lung. 

Dr. Lyon and the discussers have rather re- 
stricted the discussion to the question of the 
relation of tuberculosis and syphilis. It seems 
to me that it is very much wiser to accept the 
experience of everybody here that, patholog- 
ically, syphilis of the lung is very rare, that 
clinically it is certainly very rare; and to put 
syphilis down as one of the rare conditions of 
the lung. One has to admit that there are other 
rare conditons in the lung which may not be 
syphilis. Take, for example, pneumonitis, 
bronchiectasis or actinomyecosis, that we occa- 
sionally see and cannot explain. In other 
words, there is a group of pulmonary condi- 
tions, usually localized in one lung, which are 
due to other agents, usually infective agents, 
than the tubercle bacilli. It seems to me that 
rather than to say that some chronic non-tuber- 
cular condition of the lung, even in the pres- 
ence of a positive Wassermann reaction, is 
syphilis, we should say that the condition prob- 
ably belongs to a rare group of lung infections, 
and syphilis is simply one of that group. 


Dr. ABNER Post, Boston: Some years ago I 
asked one of the gentlemen who had been promi- 
nent in anti-tuberculosis work what he knew 
about syphilis of the lung. He answered me 
something like this: that he knew there was 
syphilis of the lung, but did not know that he 
had ever seen it, and did not know how he 
should reeognize it if he were to see it. We 
have advanced a little bit further than that. 
We know that there are certain cases of syph- 
ilis of the lung at the present day. We do not 
know how to distinguish them exactly from tu- 
bereulosis. 

It is a fact that the advance in our knowledge 


of syphilitic phenomena has been due very 
largely to the clinicians, It was denied for 
some time that locomotor ataxia could possibly 
be of syphilitic origin, because its lesions were 
entirely different from those ordinarily attrib- 
uted to syphilis, and the clinicians established 
the connection. I cannot but think that our 
knowledge of syphilis of the lungs must be ac- 
quired in the first place chiefly through clin- 
ical study, especially if we may include ra- 
diology as a part of the clinical study, rather 
than through pathology. It seems to me that in 
cases in which there are symptoms which simu- 
late those of tuberculosis, but in which the le- 
sions in the lungs are unusual, and in which 
tubercle bacilli are not found, with a positive 
Wassermann test, we should not make a hasty 
diagnosis of syphilis; but such cases should be 
regarded as possibly syphilitic, and from their 
study we shall learn what the clinical pecu- 
liarities are, and shall acquire at length a 
knowledge of syphilis of the lung which will be 
worth while. 


TUBERCULOSIS CARRIERS. 


By CHARLES FE. Perry, NortTHAMPTON, Mass. 


IN our campaign against tuberculosis we 
must consider the individual, the family and 
the public. Each is of nearly equal importance 
and their interests so closely allied that it is 
impossible to consider one without the other. 

The individual’s rights are to have his dis- 
fase discovered at the earliest possible time and 
to have laid before him information concerning 
the possibilities of an arrest or cure if he fol- 
lows the proper path, and the probable conse- 
quences if he fails to do so. He next should 
have an early opportunity of admission to a 
sanatorium, where he may be properly started 
on his way to health and receive an education 
that will be useful to him for the remainder of 
his life. 

It is the right of the family to be protected 
from a source of infection and still not be de- 
prived of the support of the wage earners, 
housekeepers or the comfort of loved ones for @ 
longer period than is necessary. 

The public rights should also be preserved, by 
protection from sources of infection, as well as 
by having the funds which the publie provides 
for health work spent judiciously for the pur- 
pose for which they are intended. 

At first thought, looking at tuberculosis as a 
communicable disease, it would seem that the 
problem could be solved by segregating those 
afflicted, but further reflection shows how ob- 
viously impracticable such a procedure would 
be in a State like Massachusetts, and also brings 
up the question as to the desirability of such a 
course. 

It is the purpose of this paper to discuss what 
ought to be our attitude toward probably the 
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largest proportion of those capable of dissemi-| article quotes at least ten well-known Amer- 
nating the disease—the tuberculosis carriers. By \icans of vast experience as being in accord with 
the term carrier, we understand a person who this view. 
harbors pathogenic organisms, but who himself) It has been shown by both autopsy findings 
shows no symptom of the disease. and the use of tuberculin tests that very few 
We have no way of obtaining knowledge of) individuals in modern civilized communities 
the number of carriers in the State, but there! reach maturity without having been infected. 
must be many thousands. One of the commis-|The percentages vary from 50 to 98, probably 
sions to investigate tuberculosis in Massachu-| differing on account of conditions under which 
setts a few years ago stated that tuberculosis is| subjects live. It has been shown that new-born 
a disease of 40,000 persons, and each one of infants are free from tuberculosis, and that the 
these probably is, or has been, a carrier some of | number of those infected increases with the age 
the time, and it would seem that as our death- of the child, until at the age of fourteen or fif- 
rate from tuberculosis decreases the number of | teen nearly as many are found infected as 
carriers will increase. Because of the increas-| among adults. 
ing national or racial immunity we seem to be} From this it will be seen that nearly all who 
acquiring, and because of higher standards of are infected at all, are infected before they 
living, better housing and working conditions| reach the age of fifteen years. This would seem 
among the poor, and better care of consump-|to prove that, in regard to prophylaxis, these 
tives, with earlier diagnosis and treatment, children must be the ones to be especially pro- 
there will be a lesser tendency for infected per-| tected, and the younger the child the more im- 
sons to advance to the more rapidly progressive | portant the point, for, as has been shown, the 
forms of the disease, but more of a tendency to| younger the child, the more liable to fatal in- 
establish a resistance which will keep them) fection,—in fact children under two years of age 
above the sick line, but still with the disease | seldom survive. 
process active enough to furnish abundant ba-! It should be a rule that all positive cases of 
eilli in the sputum. tuberculosis should be removed from the home 
The question, then, seems to me to be how where there are children under fourteen years; 
dangerous these positive cases really are; who the only exceptions being, possibly, in a family 
are able to be about and perform more or less| where there are plenty of funds and a high 


-work in comparative comfort. order of intelligence so there may be complete 


Tuberculosis is a disease in which infection | jsolation of the patient, or where, for other rea- 
by the specific organism is necessary to cause! sons, it is more feasible to remove the child. 
lesions. There are scientific and clinical reasons} It may not be well to include all children 
to suppose that hereditary and acquired pre-| under fifteen within this radical rule without 
disposition is an important factor. All persons further explanation. It will readily be admit- 
probably have a certain resistance to the bacilli,/ted that because of the rapid form the disease 
which varies from one which is very slight, to| assumes in children under four or five years of 
an almost, but presumably never absolute, im-|age and because such children have practically 
munity. So in a word, infection depends on|no resistance to the infection, absolute pre- 
the introduction of a sufficient dose of the in-| vention of infection is desirable in these young- 
fecting agent to overcome the amount of im- er children. Fishberg states that ‘‘75% of chil- 
munity possessed by the individual. This re-| dren born during the last year of the mother’s 
sistance depends on a great many factors. life, and 90% during the last month, succumb,’’ 
Age is an important one,—the older the person | and that ‘‘the exposure of an infant, even in an 
the higher the grade of immunity acquired jdeal home, may result in fatal tuberculosis, 
through previous infections, but also to other while life under adverse conditions will not pro- 
factors, the nature of which are unknown, but! duce tuberculosis unless there is a source, which 
shown by the fact that the older the individual | is usually a human consumptive, and rarely milk 
the less liable he is to have acute miliary tuber-| derived from tuberculous cows.’’ 
culosis, which form the disease takes in suscep-| It is at this period that there is the greatest 
tible animals and young children without im-| danger from undiscovered carriers. Every one 
munity. We also note the fact that phthisis isin the household wishes to fondle and kiss the 
less common in the aged, and when it occurs, baby and every one at times handles its food. 
runs a mild, benign course. Women are the most dangerous, because, as a 

It is ‘the opinion of many now that nearly all rule, they are at home all day and have more 
phthisis is the result of an endogenous infec-|ample opportunities for infecting food. 
tion or an extension from an old quiescent focus, Before a child is born a careful examination 
acquired in childhood, which is given an oppor- | should be made of every member of the house- 
tunity to light up when resistance is lowered, as| hold, and repeated sputum examinations made 
from other acute infectious diseases, anemia, | of all those who are in the least suspected. Par- 
malnutrition, exposure, undue fatigue, worry, | ticular attention should also be paid to the old- 
insanity, especially dementia precox, and pos-|er members, as, for instance, the grandparents 
Sibly physical injury. Dr. Knopf in a recent|or others with chronic coughs which pass for 
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bronchitis or asthma. In these cases the use of 
the antiformin method for sputum examinations 
is indicated. It is likely that in this way a great 
many carriers will be discovered. 

All children should be protected from the over- 
affectionate visitors, who want to hold the baby 
or kiss or feed it. Children under three years 
of age should be kept at home and given no op- 
portunities to acquire infection by travel or asso- 
ciation with the public in crowded places. 

Other children under fifteen, that is, those 
from three to fifteen years, we see from the study 
of statistics, are quite liable to infection, but it 
is usually of a milder sort and tends to affect tis- 
sues like bones and glands, in which the process 
tends to become quiescent; so here, general hy- 
gienic conditions and protection from other in- 
fectious diseases play an important part in pre- 
venting its development later into the phthisis of 
adults. Agreeing to this, we must not forget 
that these younger persons are still liable to the 
severer forms of the disease if the infection is 
massive enough or the resistance low enough. 
Such infection takes place only by intimate fam- 
ily association, as is probable in living with an 
open case of tuberculosis and indulging in kiss- 
ing, handling of clothing and linen used by such 
cases, and by the ingestion of food touched by 
hands infected by tubercle bacilli. 

Such intimate contact is not likely outside of 
the home, and such infection as occasionally oc- 
curs in ordinary associations is apt to be mild, 
and serves only as a means of immunizing the 
child by relatively harmless glandular tubercu- 
losis. Indeed, this early immunization may be a 
saving factor in preventing us from becoming, as 
a race or nation, as susceptible to the rapid 
forms of tuberculosis as the new-born infant 
or the primitive races. 

As a means to accomplish this separation of 
children from massive infection, and infants 
from any infection at all, we need something 
more than education, and advice by physicians 
and dispensary nurses. We need laws, and the 
enforcement of them by competent officials. 
Some of the money now spent by the public on 
the care of healthy individuals who may have 
tubercle bacilli in the sputum, but who have be- 
come institutionalized, or too lazy, selfish or un- 
ambitious to earn a living for themselves, could 
be well spent toward this end. Many who have 
tasted the pleasure(?) of free food and clothing 
from the board of health, and possibly a com- 
fortable hospital bed during the winter, feel as 
one did I had the pleasure of knowing. He said ‘‘I 
have tuberculosis, and the public is bound to 
support me. The heaviest work I ever expect to 
do is to roll cigarettes.’’ This patient was phys- 
ically fit for a moderately hard day’s work, al- 
though his sputum contained abundant bacilli. 
Such cases, as well as all incorrigible or unteach- 
able consumptives, should be committed to a spe- 
cial hospital suitable for their care. 

Now we come to the question of what are the 


dangers to adults from carriers of tuberculosis, 
We have seen that most of us have been infected, 
and therefore have acquired an immunity which 
is sufficient for all ordinary use. Those who 
have never been infected have also a certain 
amount of resistance, presumably due to ma- 
turity of tissues, as well as the immunity which 
is general to the white race, which will usually 
carry them safely through life, even though sub- 
jected to occasional slight exposures. 

That infections of adults may occasionally 
take place there is to me no doubt, for if the soil 
is properly prepared, when enormous doses or 
even frequent small doses are received from 
without, why should infection not occur, as well 
as when received from within, from the breaking 
down of an old process? 

Baldwin asserts that ‘‘in man no absolute im- 
munity has been observed,’’ but that ‘‘the graft- 
ing of new exogenous bacilli in the human being 
in adult life, nevertheless, requires a specially 
lowered health or enormous doses of bacilli.’’ 

The infrequency of conjugal phthisis and of 

infections occurring in persons of good health 
who work among consumptives show that adult 
infections are very unlikely. Statistics of the 
Brompton Hospital for Consumptives, compiled 
for periods before and after the discovery of 
tubercle bacilli, show that this condition is not 
due to increased care in disposal of sputum. 
, I can see no fair reason why carriers of tu- - 
berele bacilli, in a moderately good state of 
health, should not be allowed the privilege of 
almost any occupation not having to do with the 
handling of food that is not to be subsequently 
cooked, or those occupations requiring intimate 
personal service, or in certain dusty trades. Pos- 
sibly the danger is slight in some instances, but 
it cannot be so with tuberculous milkers or res- 
taurant waiters. It goes without saying that car- 
riers should not be allowed in occupations that 
have to do with the care of children, such as 
teachers and nursemaids. Dusty occupations, 
particularly those in which metallic or mineral 
dust is involved, should be forbidden, both on 
account of the liability of infecting fellow-work- 
men under conditions which so favorably prepare 
the lungs for the reception of the bacilli, and on 
account of the unfavorable effect of dust on the 
lungs of the carrier himself. 

I would conclude, then, from these facts that 
if we segregate or isolate the advanced and dy- 
ing consumptives, from whence comes the bulk 
of infection, eliminate from children under 
three years of age all chances of contact with 
open cases or of the ingestion of milk from tu- 
berculous cows, prevent massive infections in 
older children by avoiding too intimate contact 
with carriers, and by general hygienic methods, 
and avoidance of predisposing causes, reduce to 
a minimum the liability of infection developing 
into progressive disease, we are on fairly safe 
ground. 
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DISCUSSION. 
Dr. ArtHuR K. Stone, Boston: Dr. Perry has 


defined the term ‘‘earriers’’ as ‘‘those persons 
who harbor pathogenic organisms’’—in this case 
the bacilli of tuberculosis—‘‘but who have other- 
wise shown no symptoms of the disease.’’ To my 
mind, these carriers form a small and quite dis- 
tinct group. They are, for the most part, well 
nourished, and show none of the ear marks of 
the ordinary tuberculous subject. With the ex- 
ception that they cough and spit more or less, 
they have nothing to attract attention to them- 
selves. Usually, it is only accidentally that they 
are found to be carriers of tuberculosis. Often, 
after a brief stay in a sanatorium, or possibly 
simply resting, they are practically well again, 
excepting that tubercle bacilli continue to be 
found. These men soon join one of two distinct 
groups. Either they accept the sanatorium 
treatment as a pleasure, described by Dr. 
Perry, or they demand to be free and allowed 
to work out in the community. Of the two, I 
believe that the first mentioned is the least dan- 
gerous to the community, and it is cheaper to 
support him in idleness than to have him at 
large with the chance of infecting several oth- 
ers that must be cared for by the State later on. 
Let me briefly explain what I mean by this. If 
the man is simply to be cared for the rest of his 
life, it should be in some institution where it 
can be done more cheaply than at the present 
sanatoria; where at least he shall have some- 
thing to do in return for his keep. If he wishes 
to work, I believe in spite of all the difficulties 
involved to the institution, he should be al- 
lowed and encouraged to work at the hospital 
or sanatorium, in whatever capacity he is capa- 
ble of serving. 

Under certain conditions a man may be per- 
mitted to go home and to continue his work. 
Here the home surroundings, and his ability 
and willingness to protect others, must be care- 
fully considered before this is allowed to take 
place. A part of this group belongs to the 
semi-criminal or alcoholic class,—men with no 
self-respect and absolutely no respect for the 
rights of others. This group is a definite men- 
ace to everybody and comes into the incorrigible 
class, for the care of whom something must 
be done in the near future. This is a very per- 
plexing group to handle. Occasionally, in alco- 
holic cases, one of these men is committed to 
jail by a court sentence and then is automat- 
leally transferred to the tuberculosis prison 
camp at West Rutland, where he is held during 
the time of his sentence. Health officers every- 
Where should look out for any, Such person that 
they know of, and when they are in court in- 
form the court officers of the presence of the 
tuberculosis, so that this transfer may take 
place. Some of them really learn something up 
there, and during their stay, at least, they are 


hy they are no menace to the community at 


A number of convalescent tuberculosis pa- 
tients gradually pass into the carrier class, as 
Dr. Perry has described. Their lungs refuse 
to heal absolutely. Here I should counsel pa- 
tience, and then more patience, in the hope that 
a final arrest will be obtained. If they must 
work, they should be given employment, so far 
as possible, in some institution, or under certain 
conditions; especially careful cases may be al- 
lowed to return to their old, or to some espe- 
cially selected new, occupation. This should 
be permitted only with great reluctance, espe- 
cially in those cases where there is any contact 
with children. 

The question has been raised whether these 
persistent carriers are dangerous where the ba- 
cilli have become attenuated, and therefore non- 
pathogenic. There is nothing to prove that they 
are not dangerous. Typhoid fever carriers have 
been found to be persistently and constantly 
sources of new cases of typhoid. We must all 
bear in mind the story of Typhoid Mary. Many 
years ago I made a study of a number of cul- 
tures of diphtheria bacilli from a number of 
persons who had become clinically well of their 
diphtheria, and found that the diphtheria ba- 
cilli were active and very virulent. Dr. Theo- 
bald Smith, and Dr. Baldwin, of Saranac Lake, 
were written to on this subject. They replied 
that the statement that the bacilli of tubereulo- 
sis in earriers are non-virulent is quite un- 
warranted. Some bacilli, Dr. Smith said, might 
be considered to be attenuated, or atoxic, but 
the point could not be determined until cultures 
had been tested. Dr. Baldwin’s reply was along 
the same line. Therefore, it is not possible to con- 
sider any of these carriers as non-infective, but 
we must consider them dangerous to the com- 
munity at large. 


Dr. ApamM §. MacKnieut, Fall River: It is 
very apparent that we must consider this ‘‘car- 
rier’? subject from different points of view. 
First, from the standpoint of the physician in 
charge of an institution; and second, from the 
standpoint of the physician in every day prac- 
tice, who has to do with the patient in his 
home, in his social relationships, with his fam- 
ily. Dr. Perry spoke of the three-fold relation- 
ship,—the individual, the family, and the pub- 
lic. It is also apparent that these relationships 
must be dovetailed in a friendly, helpful way. 
In other words, the individual with an active 
tuberculous lesion has certain family ties, and 
certain duties to perform. There is no reasun 
why tuberculosis should be the cause of upset- 
ting all the relationships of life. In too many 
cases, when the note of tuberculosis is sounded 
in a family, it practically means a separation ; 
certain ‘phobias’? come into the minds of the 
friends and relatives, while the patient, who has 
his or her own troubles to consider, is sent away 
at an unripe or an unfit time, which, of course, 
subjects the family to all sorts of discourage- 


\ 
it 
iS 
al 
n 
1e 
at 


296 


BOSTON MEDICAL AND SURGICAL JOURNAL 


{Aveust 31, 1916 


ment, and hardships. The individual, the fam- 
ily, and the public rights, must be considered. 
At the present time, it seems, we are just 
‘‘waking up’’ to the public recognition, that 
the individual and the family rights must be 
protected, in the event of separation—due to 
_tuberculosis. 

We must not consider the ‘‘tuberculosis car- 
rier’’ in the same class with the ‘‘diphtheria’’ 
and the ‘‘typhoid ecarrier.’’ The rélationship 
is entirely different. In the case of a tubercu- 
lous mother and child, realizing, as we all do, 
the danger to the child, we must take into ac- 
count the terrible anguish that comes, when 
that child is taken away from the mother, or 
the mother from the child. Take the cases of 
glandular conditions without any open lesions. 
In the bone and gland tuberculosis, without any 
discharge, there is nothing to create the terror 
of the ‘‘carrier’’ theory. 

I should like to differ from Dr. Stone in the 
way he would handle that ‘‘cigarette roller,”’ 
mentioned in Dr. Perry’s paper. I do not 
think the tuberculous individual of that type 
deserves any State recognition or, in fact, any 
recogniton whatever, whether he has a positive 
or a non-positive sputum. I think one of that 
type should be discharged from a sanatorium, 
and made to earn his living, and the place he 
occupied should be given to one of the opposite 
type—the one who wants to protect himself, his 
family, and the public. The sooner the pub- 
lie recognizes that condition, and deals in prop- 
er manner with the ‘‘cigarette roller,’’ the bet- 
ter. 7 

Dr. Perry’s definition of a tuberculosis ‘‘car- 
rier’’ is, in my opinion, open to question, and 
might be somewhat modified. 


Dr. CHarLes J. Downey, Springfield: In 
rising to discuss this paper, I feel that we are 
all indebted to the author for his practical and 
sane treatment of the subject, and I wish only 
to emphasize a few points in connection with 
what he has already said. 

Tuberculosis is a body infection. Consump- 
tion, phthisis, tuberculosis of the lungs is but 
the end-result, a final stage of a long-continued 
semi-pathologic process. 

Tuberculosis is an infectious disease, with the 
infection being nearly always acquired in in- 
fancy or early childhood, attacking the lungs 
in later life, and producing the disease which 
has been recognized, so long as there has been 
civilization, as phthisis or consumption. 

It is a disease which lasts a lifetime, begin- 
ning in infancy and ending in the grave. This 
being true, infancy and childhood is the field 
where the battle against tuberculosis must be 
most vigorously waged. 

When we consider that about one-third of the 
country’s population is made up of children 
under fifteen years of age, and when we con- 
sider also that upon the environment of child- 


hood depends largely the physical and mental 
vigor of a nation, we cannot fail to realize the 
great importance of laying the foundation of 
an intellectual and vigorous race of people at 
the earliest date possible. 

I agree with Dr. Stone that special hospital 
accommodations should at this time be speedily 
provided for the incorrigible and the unteach- 
able cases, who are a menace to the public when 
at large. We must continue to give the milder 
adult cases prompt treatment, that the disease 
may be arrested so that they may return home 
to the support of their families in the least pos- 
sible time. But when we touch the children, 
our duty becomes an all-appealing and a sa- 
ered one, and should be grappled with in a 
courageous manner and with a liberal supply 
of funds. 

Poverty is the great associate of tuberculosis. 
Men on a laborer’s wage increase their families 
more rapidly than they do their income, and 
they soon find that they have to feed, clothe and 
protect a family of six or seven on the same 
wage that a few years before was used for car- 
ing for two or three. The quarters are no 
larger; there consequently is smaller space for 
breathing per individual. There is breathing 
of expired air; the atmosphere is fouled. 

The result of all this is diminished power of 
resistance and a greater susceptibility to dis- 
ease, especially of the respiratory tract. 

We have a problem of education of the fam- 
ilies; a problem in home life. If a large per- 
centage of our adult poor have tuberculosis it 
is mandatory that we all attack the problem 
in the home, where infection takes place at so 
early a period in life. 

We have worked in the past according to the 
light we had. As we have become better in- 
formed and have had more knowledge on the 
subject, we must change our viewpoint; we 
must attack the problem in a new and a better 
way. 


Dr. Francis P. McCarrtuy, Brighton, Mass.: 
In my two years at the Boston Consumptives’ 
Hospital there were about 80 autopsies in tuber- 
culosis. In two years in the Canal Service in 
Panama, I saw about 200 more autopsies in tu- 
berculosis. In the past ten years there have been 
about 5000 autopsies done on a large number of 
cases, including over 1000 cases of advanced 
syphilis. There were no cases of pulmonary 
syphilis in this group of cases. The question 
comes up today asto whether the pathologist 1s 
overlooking syphilis of the lung. I do not think 
he is. Routine examinations frequently are 
made to find spirochetes in questionable lung 
nodules or in the walls of the bronchi. None 
have been found in these cases in question. 
The finding of treponema in the aorta and 
brain would indicate that we ought also to find 
these organisms in lung processes of syphilitic 
origin. The problem seems to be purely patho- 
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logical. Until the pathologist reports increas- 
ing numbers of cases of syphilis of the lungs, 
the disease is still rare. If we discover in the 
future more eases of lung syphilis, as a result 
of pathological and bacteriological examination, 
then the disease is becoming more common. 
Last year at this meeting there were cases re- 
ported where patients in the active secondary 
stage of syphils had signs in the chest which 
might simulate tuberculosis, even to the expec- 
toration of a certain amount of blood. This 
process in the chest is probably a bronchitis, 
with engorgement of capillary vessels of the 
bronchial mucosa, with rupture of these ves- 
sels, and of a transient nature, occurring in the 
secondary stage of the disease. 

Dr. Hinton brought out the point that the 
finding of positive sputum and negative sputum 
in relation to the Wassermann test, is very im- 
portant. In the positive Wassermann cases the 
sputum is not any more often found negative 
than in the negative Wassermann cases. [ still 
think tht the disease, as Dr. Lee has brought 
out, is rare, and is not becoming more common, 
and until the disease is recognized at the post- 
mortem, the clinician must keep the diagnosis of 
syphilis of the lung in abeyance. 


Dr. E. O. Or1s, Boston: I would like to em- 
phasize Dr. Perry’s very conservative and, in 
my opinion, just s¢atement, that carriers who 
are able should not be prevented from engaging 
in any occupation, with the exception of such a 
one as would bring them into intimate contact 
with children. We talk very glibly about the 
isolation of the consumptive, and in certain 
cases this is the only obvious thing to do, as 
with the incorrigible consumptive. There are 
a large number of the active tuberculous indi- 
viduals, however, whom we shall never be able 
to isolate, and it would be an unwarranted in- 
fringement upon their liberty if we could do 
so, for according to our Declaration of Inde- 
pendence, all men have the ‘‘inalienable right 
to life, liberty and the pursuit of happiness.”’ 
However, the consumptive in his ‘‘pursuit of 
happiness’? must not jeopardize the happiness 
of another. All we are warranted in doing is 
to educate the consumptive who is about among 
people so that he will not be a menace to others. 

In our campaign against tuberculosis we have 
so alarmed the publie that the poor consump- 
live is not infrequently made to suffer unrea- 
sonable hardship. I recall the case of an active 
tuberculous person of comfortable means for 
Whom I tried to find a home. After vainly try- 
ing several private hospitals, she finally found a 
place in a hotel. Again, a single gentleman 
with advanced, active tuberculosis, and yet able 
to attend to his business, told me that he was 
living at one of the hotels in the city, as he con- 
sidered that in this way he could best conceal 
the fact of his disease. As there was generally 
a hew person in the adjacent rooms every night, 


his paroxysms of coughing were not complained 
of. It seems to me that we have got to accept 
whatever risk there may be in the tuberculosis 
carriers who are about, just as we take many 
other risks in life. We cannot isolate all active 
tuberculous cases or carriers. All we can do is 
to see that they are properly instructed as to 
the protection of others from their infection, 
and trust to their conscientious observance of 
the rules of prevention. 


Dr. CLEAVELAND FLoyp, Boston: This term 
‘‘carrier’’ was originally applied to convales- 
cent typhoid fever patients who were free from 
clinical symptoms and signs of the disease, but 
there was a carrying about of the organisms 
which could produce the disease in others. The 
word ‘‘earriers,’’ as applied to tuberculosis, 
should be restricted to a very limited number 
of patients who are without signs and practi- 
cally free from symptoms. There are such 
cases in all large clinics. Such a person will 
come in because urged to do so, having a little 
clearing of the throat in the morning, but no 
clinical signs or symptoms. These patients oc- 
casionally show tubercle bacilli in the throat 
clearings. I have seen two or three yearly 
whom I should say would come under this head, 
where repeated chest examinations, not with 
x-ray, but with ordinary clinical examination, 
showed nothing in the chest. We should limit 
the term ‘‘carriers’’ to this type of infection. 

The question then arises as to how dangerous 
patients clinically discharging tubercle bacilli 
are to the general public. Some time ago I 
took a series of fifteen cases, collected their 
sputum, isolated the organism, grew it out on 
media, and injected the living organisms into a 
series of guinea pigs to see what I could find out 
as to the variation in the virulence of the or- 
ganisms. Some of these cases were in the sec- 
ond, some in the third stage; some had run but 
one year, some five or six years, but were still 
throwing off bacilli. In all these fifteen cases 
there was a variation in the length of time the 
disease had run. The more chronic the disease, 
the longer the animal lived, but in every in- 
stance the animal succumbed. This may give 
us some idea as to whether we should allow 
these people to be at large in the community. 
At the Mattapan Hospital today there are a 
number of men who have been there from one 
to five years. I donot believe that the person who 
is throwing off tubercle bacilli, and who is ig- 
norant and careless, should be allowed at large 
in the community. I think the place for that 
man is in a hospital, even if it is necessary to 
keep him there under compulsion. I do not 
mean to include in that group the man who is 
well trained and educated. We must expect 
that he would naturally consider other people ; 
but sometimes, even among the most carefully 
trained and educated, there is often lack of 
care. 
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If this is true among the trained, what can we 
expect from. the ignorant and indifferent con- 
sumptive? Such cases should be isolated as long 
as they are a menace. In this way alone can 
we hope finally to check this disease. 


Wuar Constitutes CLINICAL TUBERCULOSIS IN 
ADULTS? 


By Gerorce L. Scuapt, M.D., SPRINGFIELD, MASss. 


THE correct answer to the question as asked in 
the title of my paper this afternoon would be as 
welcome probably as would the correct answer 
to the question of a decade ago, ‘‘How old is 
Ann,’’ and I, for one, feel that it would be just 
as welcome. Any discussion that has to do with 
the necessary factors, such as history, constitu- 
tional symptoms, physical signs, considered 
requisite for a correct diagnosis of clinical tu- 
berculosis in the adult, is of necessity more or 
less a compilation of the ideas and experiences 
of other men working along similar lines, and 
to some extent the conclusions reached from the 
observation and study of many cases by the in- 
dividual. 

I trust that I shall not appear dogmatic in 
my remarks and the conclusions reached, but 
it would seem that dogmatism on the part of 
many of us is more or less necessary in arriving 
at general conclusions as to the values to be 
placed upon the different factors necessary to 
the making of a positive diagnosis of active pul- 
monary tuberculosis in the adult. If it were 
possible for us to make definite answer to such 
an important question, one so far-reaching in 
its effects and results, economically and other- 
wise, we would be far along toward ultimate 
victory in the campaign against tuberculosis; it 
would make the work, of not only the general 
practitioner, but of the expert as well, much 
easier. This question, however, cannot be an- 
swered by the setting aside of one or two con- 
stitutional symptoms and one or two physical 
signs, and saying that these together in every 
case make up the symptom-complex necessary 
for the diagnosis of clinical tuberculosis. Smith? 
well says: ‘‘There is no easily applied test for 
clinical tuberculosis, A negative physical ex- 
amination is not conclusive, and a prolonged ob- 
servation of the general health is often neces- 
sary.’’ Pottenger® says: ‘‘That in studying the 
clinical history and the symptom-complex of 
pulmonary tuberculosis, everyone must have 
been more or less impressed with the indefinite- 
ness of the symptoms and signs connected with 
this disease. There are some 25 or 30 different 
symptoms which accompany early tuberculosis, 
and even more in advanced tuberculosis; and, 
if we think of each symptom as an individual 
entity, there is no end of confusion.’’ He also 
says: “‘It is characteristic of the symptoms of 
early tuberculosis that they are inconstant. 


We do not find any single symptom or any par- 
ticular group of symptoms present under all 
circumstances, 

We can no more say that a slightly increased 
pulse rate with a little temperature elevation 
means active tuberculosis than can the general 
practitioner say that a dicrotic pulse and a 
positive Widal in every case mean typhoid 
fever. For in either case we may have other 
conditions simulating tuberculosis on the one 
hand, and typhoid on the other, from which it 
is very difficult to separate the true from the 
false. 

Personally, it does not seem to me that eon- 
sideration of this question limits us to the con- 
sideration of what constitutes the diagnosis of 
so-called incipient tuberculosis only, but that 
rather, we should take a broader view of the 
question and consider this afternoon what we 
need in each individual case to make a positive 
diagnosis in the patient presenting with symp- 
toms simulating either early tuberculosis, mod- 
erately advanced tuberculosis or far advanced 
tuberculosis. Evans’ some time ago called atten- 
tion to the fallacy of using the term ‘‘incipient 
tuberculosis’’ in describing a condition, the pa- 
thology of which was sufficiently advanced to 
give rise to demonstrable physical signs, and 
that true incipiency in lung tuberculosis is not 
clinically demonstrable. I believe that as many 
errors in diagnosis are made in those adults — 
seeking us for advice with symptoms which they 
or their medical adviser construe to mean tu- 
berculosis not alone in the early stages, but in 
the later stages, and I feel that many of you 
will agree with me when I say that, looking back, 
we can recall that in many a patient who pre- 
senting with fever, increased pulse, cough, and 
perhaps a rale, it was with the greatest diffi- 
culty we were able to arrive at any definite con- 
clusions, if we arrived at any. I feel no hesi- 
tancy in saying that, for my part, the diagnosis 
in these people has caused me as much concern 
as any with whom I have been confronted. 

It would seem that we have clouded the diag- 
nostic field in the last few years by focusing our 
attention simply upon the question, is or is not 
this a case of beginning pulmonary tuberculosis, 
and losing sight of the many that come asking 
the question, have I or have I not active clinical 
tuberculosis, and bringing definite symptoms of 
some pathological condition existing in the pul- 
monary tract, not necessarily tubercular, but de- 
manding just as sincerely a diagnosis, and in so 
demanding calling upon the highest degree of 
medical equipment and scientific accuracy for 
making the correct one. I cannot but feel that 


it is here that most errors in diagnosis are made, 
notwithstanding the widespread feeling that 
seems to prevail among the medical profession, 
that it is a simple matter to make a diagnosis 
of tuberculosis in the moderately advanced or 
far-advanced stages. 

Minor‘ of Asheville, in discussing a paper at 
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the recent National Tuberculosis Association 
Meeting in Washington, satd, that in his opin- 
ion, it was the inadequacy of ability to listen 
and to interpret signs and symptoms in making 
an early diagnosis of tuberculosis that account- 
ed for so many errors. He also emphasized the 
fact that most general men look for loud moist 
rales before making a diagnosis of incipient pul- 
monary tuberculosis, but that it was his opinion 
that when these were heard the case was ad- 
vanced beyond the incipient stage. 1 would 
again emphasize it as my opinion that it is the 
inadequacy of ability to listen and to interpret 
signs in the making of a diagnosis in the ad- 
vanced stages also that accounts for the pres- 
ence in the many sanatoria of the non-tubereu- 
lous cases and those coming to autopsy. 

During the last year® 1629 patients were ad- 
mitted to the four sanatoria of this State; of 
this number 12 were non-tubercular and 16 not 
determined or classified. I do not quite under- 
stand the meaning of the term ‘‘not deter- 
mined,’’ unless it means that these cases were 
sent in without diagnosis or had not been exam- 
ined before the report was made up. However, 
we have here 28 patients out of 1629 who either 
did not have tuberculosis or in whom it was 
questionable—a matter of 1.6%. Ash,° in a 
careful study of the pathology of the mistaken 
diagnoses at the Boston Consumptives’ Hos- 
pital analyzed 198 necropsies performed in that 
institution since its foundation; 23, or 11.5%, 
proved to be non-tuberculous, in so far, at least, 
that there was no active lesion demonstrable. 
The anatomie diagnoses were: 


Percentage Percentage 
of Non- of 


No. Tuberculous. Total. 
Pneumonic sequelae ... 8 34.5 4 
Chronie cardiorenal .... 5 30.5 3.5 
Aneurysm of aorta .... 2 
Malignancy 5 21.5 2.5 
Septicemia 2 
Actinomycosis ......... 1 13.5 1.5 
100 11.5 


He also collected 353 necropsies performed 
at other institutions, and of this number 38, or 
10.8%, proved to be non-tuberculous, showing, 
as he says, that the experience is not a local 
one, confined only to this institution. Anatomic 
diagnoses of these cases were: 


Percentage 


of Non- 
No. Tuberculous, Total. 
Necropsies. Necropsies. 

Pheumonic sequelae .... 3 8.0 0.8 
Cardiorenal ....ccccccce 22 58.5 6.2 
Aortic aneurysm ........ 4 10.5 1.1 
Malignancy 2 5.0 0.6 
2 5.0 0.6 
4 10.5 1.1 
1 2.5 0.3 


In his conclusions Ash says, ‘‘It may seem 
radical to be sounding a warning against diag- 
nosing tuberculosis, but it must be remembered 
that we are dealing here with types of cases 


that are confused with those in the advanced 
stages of tuberculosis, in which it is very un- 
likely to be overlooked; and that we are not 
considering the early stages of the disease, in 
which the tendency is to err in the other direc- 
tion, that is, fail to recognize the presence of 
the infection.’’ Hawes’ mentions many condi- 
tions that were wrongfully considered to be tu- 
berculosis, among them chronic influenza, hyper- 
nephroma of the lungs, chronic empyema, 
syphilis and abscess of the lung. Luetscher,’ in 
an interesting study of respiratory infections, 
asserts that 62.5% of all non-tuberculous infec- 
tions below the larynx are due to pneumococeus 
and 28.5% to the influenza bacillus, and that 
these organisms together cause 91% of the in- 
fections of the bronchi and lungs, 75% of the 
infections of the larynx, and 31% of the infec- 
tions of the nose, throat and sinuses. 

From a consideration of these figures, it would 
seem that there are certainly enough errors in 
the diagnosis, not only of the early case, but 
of the old case as well, to cause us to pause and 
carefully to consider and correlate the physical 
signs and constitutional symptoms of each indi- 
vidual case and not make a diagnosis upon 
one or two symptoms that may indicate that the 
individual is suffering from some vague infec- 
tion in the pulmonary tract, and not, of neces- 
sity, infection with the tubercle bacillus. Blue- 
mel,? among a large number of soldiers sent to 
him with the diagnosis of pulmonary tubercu- 
losis, found that 80% did not have the disease. 
The symptoms and signs which had led others 
to the diagnosis were cough, pain in the chest, 
expectoration, and slight evidence of the im- 
pairment of resonance over the right apex, with 
some changes in the breath sounds. When we 
stop to consider the enormous number of indi- 
viduals being sent yearly to the different State 
sanatoria, not only in Massachusetts, but in 
every State in the Union, and when we consider 
the numbers sent who are not tubercular, it 
should cause us to speculate upon the adequacy 
of our individual ability to interpret the signs 
and symptoms of this infection and to endeavor 
to formulate in our own minds a symptom- 
complex or symptom-complexes that will per- 
mit us to say with more accuracy than we have 
in the past that this man is tubercular or that 
this man is not tubercular. 

I would not wish you to feel from the fore- 
going remarks and from any I may make later 
that it is my desire to belittle the efforts of the 
general practitioner or expert in the diagnosis, 
but I do wish to emphasize the fact that we 
must use more eare in correlating the evidence 
leading us to label anyone as tubercular. It is 
Fishberg’s’® opinion that from the social and 
economic standpoint, a diagnosis of tubercu- 
losis is a serious affair and that we should not 
hurry in making it until we are sure of our 
ground. It is argued that tuberculosis, to be 
eured, must be taken hold of in time, and that 
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there is comparatively little harm done 
if a few persons are inconvenienced, pro- 
vided the vast majority of tuberculous per- 
sons are discovered in time. This would be im- 
portant if true, but it is not. That all tubereu- 
lous patients could be cured if discovered in 
the incipiency of the disease is one of the num- 
erous traditional errors which abound in prac- 
tical medicine and the sooner we are rid of this 
error the better for the patients and for the 
physicians. 

It is my firm conviction that as many, if not 
more, individuals are every year labeled with 
the diagnosis of pulmonary tuberculosis on just 
as insufficient grounds as are sent away from 
our offices with the diagnosis of non-tuberculosis 
after insufficient examination and consideration. 
I am certain that many will agree with this 
statement, when it is recalled how many lesions 
of the pulmonary tract may simulate in every 
detail pulmonary tuberculosis presenting vary- 
ing symptoms from hemoptysis, rapid pulse, 
temperature, and cough to extreme emaciation 
and death. Agreeing with Fishberg,'® it has 
been a question in my own mind whether the 
feeling so prevalent is correct, that it is better 
to be mistaken in making a positive diagnosis 
on one innocent person, than to err in not mak- 
ing a diagnosis on a tubereular. More and 
more I am convineed that this feeling is not 
right and just, and that if we would but use 
more care in our examinations, with a better 
understanding of the symptomatology and 
physical signs, availing ourselves of the scien- 
tific methods of diagnosis at our disposal, we 
would be able to say more definitely in prac- 
tically every case whether the disease exists 
clinically and is active. 

1 trust that I shall not be misunderstood in 
my remarks and have you think that I desire to 
belittle the work and endeavors of those who 
strive for the earliest possible diagnosis of this 
disease, for I appreciate as much as any one the 
extreme value of early diagnosis. It is rather 
my belief, however, that in seeking the early 
diagnosis and the late diagnosis also, that we 
should endeavor by all means at our hands to 
make it correct as well, remembering that there 
are other pathological entities, which may re- 
semble tuberculosis in every respect, within the 
thorax. 

I wish next to consider the question of the 
values that shall be given the different signs 
and symptoms due to pulmonary infection 
which we consider necessary in enabling us to 
say definitely that active tubereulosis is or is 
not existent in the lung tissue. In this diseus- 
sion, we run the scale from the time of Hip- 
pocrates and Galen, who wrote so much on the 
so-called ‘‘habitus phthisicus,’’ and who placed 
so much dependence upon the presence of this 
so-called phthisical chest in the making of a 
diagnosis, to the so-called modern practitioner, 
who still insists and demands a positive sputum 


with the presence of bacilli before he makes a 
diagnosis of beginning tuberculosis, We are all 
of us more or less prone, | believe, to have ideas 
as to the values of the different signs and symp- 
toms required before we individually will make 
a diagnosis. I think that in many linies, 
that in many private offices as well, a patient 
presenting for examination and diagnosis is too 
often approached by the examiner with his 
mind prejudiced by certain symptoms, such as 
cough, night sweats, etc., more or less made up 
as to what he should and what he must find to 
tally with them in the examination of the chest, 
considering every patient as tubercular until 
proven otherwise. 

As one is confronted with the numerous arti- 
cles bearing upon the subject of the diagnosis 
of tuberculosis, it is truly amazing to note the 
differences apparently existing in the minds of 
the writers as to the requisite signs and symp- 
toms which they deem necessary and demand 
before making the diagnosis. Some years ago, 
it was whispered abroad that a well-known 
phthisiologist claimed that it was possible and 
that he would himself make a diagnosis of ¢lin- 
ical tuberculosis on a rapid pulse, from 90 to 
100, maintained during rest, and in the ab- 
sence of any other constitutional symptom or 
physical sign. From this tyro, and the general 
practitioners and experts who insist—and _per- 
haps they are right—that every case of hemop- 
tysis is tubercular in origin, to the general 
practitioner who still insists upon the absolute 
necessity of positive bacillary findings in the 
sputum before labelling the patient as tuber- 
cular, it is a long road. We have, also, those 
men among us who, overcome by the brillianey 
of the radiogram, hypnotized by the brilliant 
diagnostic skill and verbal acumen of the roent- 
genologist will permit a diagnosis of active clin- 
ical tuberculosis to be made on the radiogram 
alone, in the absolute absence of any signs or 
symptoms, permitting the patient to be sent 
away on these slender grounds. 

It has been a source of much interesting study 
during the past few years to observe the vary- 
ing symptom-complexes which different compe- 
tent men of my acquaintance have insisted be 
present before they would make a diagnosis, and 
in many cases making a wrong diagnosis be- 
cause of the presence of some symptom or sign, 
or both, considered by them as always belonging 
to pulmonary tuberculosis and to no other con- 
dition, The number of men who still insist on 
cough, dulness, rales, and in some cases positive 
sputum before making a definite answer, 18 
astonishing. The same may be said of the num- 
ber who, in the presence of cough, dulness, 
rales and other signs of an apparent moder- 
ately advanced or far advanced case of tubercu- 
losis, but without any symptoms whatever, 1- 
variably make an immediate diagnosis of tu- 
berculosis, without proper or careful analysis 
of the condition in all its phases. 
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I was much interested while in Washington 
last month, in ascertaining from some of the 
men present, the signs and symptoms, and the 
values they gave them, upon which they would 
make a clinical diagnosis of tuberculosis in the 
adults. It was very interesting to see the way 
in which different signs and symptoms were 
valued. For instance, how much dependence 
one man placed upon some factors, such as tem- 
perature and pulse, and again how little an- 
other man placed upon the same. I wish only 
to cite the opinions as given me by two or three 
men present. One gentleman of long sana- 
torium experience said that he insisted upon 
the presence of a localized rale or rales in the 
lung at or near the apex before making a diag- 
nosis of clinical tubereulosis in the adult, not- 
wthstanding the constitutional symptoms pre- 
sented, Another gentleman placed a great deal 
of stress upon the history, particularly of con- 
tagion, and upon the constitutional symptoms 
demanding an afternoon temperature of 99.5 
and a pulse between 90 and 100. He did not, 
however, insist upon the presence of the rale. 
The third man also placed much dependence 
upon the history, and said that in his opinion 
dyspnea was always one of the early symptoms 
of clinical tubereulosis. That dyspnea with an 
increased pulse rate and afternoon temperature 
with cough were the four symptoms upon which 
he placed the greatest reliance. 

From the consideration of only these three 
differing opinions, I believe it can be realized 
how difficult it is to arrive at a conclusion as to 
the ideal symptom p in the making of 
our diagnosis. It seems that the value of the 
different constitutional symptoms and signs fol- 
lowing infection produced by the tubercle 
must always remain more or less individual, and 
that there must always be a question of per- 
sonal equation and the varying abilities of the 
men, as Minor, quoted above, has said, in inter- 
preting signs andsymptoms. Ido not believe 
anyone, no matter how experienced or expert, 
can say dogmatically that this or that symptom- 
complex means tuberculosis in every given case, 
but that it is rather a judging of the values of 
the symptoms and signs, individually and col- 
lectively present in each patient, that will aid 
us 


I feel that between the varying demands here 
represented, we have, on the one hand, those 
who make their diagnosis on a foundation too 
slight and, on the other hand, those that de- 
mand too much; and in my opinion one is as 
bad as the other. Both are irrational in their 
methods of diagnosis and show the need for 
more serious study in each individual case and 
better correlation of the history, physical signs, 
and constitutional symptoms. It would seem 
that for some time the diagnosis of clinical pul- 
monary tuberculosis has been regarded as a very 
easy problem and that the responsibility rest- 
ing upon the physician for labelling a man or 


woman as a tubercular is nil and not to be con- 
sidered of any importance. I do not agree with 
this attitude and feel that we should withhold 
our diagnoses until we are convinced in our 
own minds that tuberculosis is present. 

As intimated before in this paper, I believe it 
is impossible for any one man to say that any 
one particular group of symptoms or signs would 
always mean tuberculosis in the adult. From 
my experience, I am convinced that a patient 
may present with varying symptom-complexes 
of all sorts and types of symptoms and signs and 
yet upon many of them we will be unable to 
make our diagnosis. I feel certain that many 
will agree with me in:this contention. It is not 
my purpose in this paper, in considering the 
signs and symptoms necessary for a diagnosis 
of clinical tuberculosis in the adult, to go into 
the anatomical explanation and the pathological 
conditions that make for each sign and symptom. 
| do not feel that I should take your time in 
doing so, nor do I feel it necessary to go into 
the consideration of every possible sign and 
symptom which a person with some pathological 
condition existing in the pulmonary tissue and 
adnexa simulating tuberculosis may have, since 
many of them are of very little value at best. 
It is my purpose rather to take up some of the 
signs and symptoms which in conjunction with 
other signs and symptoms convey to our men- 
tality definite conclusions. 

Heise" of Saranac Lake, in discussing a paper 
on the early diagnosis of pulmonary tuberculosis 
at the recent National Association Meeting in 
Washington, brought out a number of very in- 
teresting points which I think would be of 
interest here and would perhaps make clear in 
the minds of many why two or three persons of 
the same apparent amount of infection react so 
differently. He emphasized the fact that we 
must always bear in mind that there are two 
types or classes of tubercular infection of the 
pulmonary tract, one the peribronchial type, 
and the other the parenchymatous type. He 
again emphasized the fact that in both, the con- 
stitutional symptoms of fever, rapid pulse, 
cough, ete., are present in equal degree, and 
also that the physical signs were the same in 
many of the cases. The important point to my 
mind that he brought out, however, was that in 
only 3% of the peribronchial type of infection 
were tubercle bacilli found in the sputum, while 
47% of the parenchymatous type of infection 
showed them present, also that the percentage 
of relapses in the peribronchial were only about 
one-half, or 50%, of the relapses occurring in 
the parenchymatous type. A reconsideration of 
the cases that many of us have seen with these 
remarks in mind, will, I am sure, clear up the 
reasons why we never found the tubercle bacilli 
in the sputum in some and why relapses were 
so frequent in others. 

Pottenger’? in a very interesting article of 
recent date has suggested that the symptoms of 
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early clinical tuberculosis be classified accord- 
ing to their etiology, grouping them into three 
groups: those caused by the toxins, those of 
reflex origin, and those due to the tuberculous 
process per se. As he remarks, some have a 
double etiology and will be found in more than 
one group as will be seen by referring to the 
table below: 


TuBERCLE TOXINS. REFLEX 


Malaise. Hoarseness. 
Veeling of being run down. 
Lack of endurance. 

Nervous instability. 
Indigestion or loss of weight. 
Night sweats. lung. 
‘Temperature. Tickling in the 
Cough. 
Increased pulse 


Indigestion or loss of weight. 

Chest pains, particularly aching 
of the shoulders and over the 
apices and upper portion of 


it is certainly of the greatest possible aid to us, 
Hawes'* puts the matter in a nutshell when he 
says, ‘‘There is probably no disease whose onset 
is So insidious as tuberculosis, unless it be some 
forms of gastric cancer. There certainly is no 
condition in which a detailed and painstaking 


history is of more real value in diagnosis, as . 


well as in future treatment.’’ Many other com- 


ACTION. TUBERCULOUS INVOLVEMENT 


PER SE. 


Frequent and protracted colds, 
Spitting of blood. 

Sputum. 

Pleurisy. 

Temperature. 

larynx. 


rate. 


Flushing of face. 


A study of these three groups will reveal 
that we have here every possible symptom that 
might be expected to oceur following pulmonary 
infection with the tubercle bacilli or other in- 
fecting organisms, and also other infecting and 
pathological conditions outside the pulmonary 
tract. 1 think it well to bear in mind that any 
one of these symptoms or many of them may 
be caused by conditions outside the thorax. As 
Hawes'® well says, ‘‘Failure to bear in mind 
that it is perfectly possible for a person to lose 
weight and strength, become weak and even 
develop a cough and run a fever without this 
being due to tuberculosis, is to be kept in mind. 
In these days, when the professional and lay 
mind is constantly being prodded in regard to 
tuberculosis and its cure and prevention, it often 
happens that the young and enthusiastic medical 
student or physician becomes imbued with the 
idea that tuberculosis is the cause of all our 
chronic coughs, colds, and run-down conditions. 


To a large extent this is undoubtedly true, but 


the fact that there are many other causes of such | 


conditions must not be forgotten.”’ 

I am certain that none of us would care to 
take the responsibility of making a definite 
diagnosis, breaking up a home and sending a 
patient away on one or two of these symptoms 
alone, but would rather require a number of 
them and other factors before making up our 
minds. It is not possible, in my opinion, to 
classify the physical signs due to invasion of the 
lung tissue in a manner such asthis, in view of 
the fact that so many pathological conditions 


may cause signs exactly similar to those pro- 
duced by the tubercle bacilli from the rale, con-— 


ing run-down are always prevalent. 


petent observers have in recent articles repeat- 
edly emphasized the value that consideration of 
the history gives in the making of a diagnosis. 
It would seem, however, that many general 
practitioners ignore the question of the his- 
tory completely, contenting themselves with a 
little percussion and a little auscultation of the 
chest, basing their opinion upon those factors 
alone. I do not think the value of the history 
in making a diagnosis, not only in the so-called 
incipient or early stage of tuberculosis, but also 
in the moderately advanced stages can be em- 
phasized too much, or brought to our atten- 
tion too frequently. 

Let us now consider the constitutional signs 
and their values. I feel that Pottenger has, in- 
deed, made it very easy for us in his explana- 
tion of the signs from the etiological standpoint, 
as just mentioned. He says that signs due to 
the toxin itself are not indicative always of an 
infection due to the tubercle bacilli, but may be 
caused by any infection that depletes the or- 
ganism, Surely malaise and the feeling of be- 
Instabil- 
ity can never be considered as a symptom in 
any way of infection with but one bacillus, nor 
can night sweats nor temperature. Any and 
all of these symptoms may be experienced by 
persons suffering with almost any low-grade in- 
fection. Without a definite history of tuber- 
cular contagion, I feel that most of these symp- 
toms are of little value; with a history, of the 
greatest value. 

Indigestion or Loss of Weight. How fre- 
quently we see patients who come complaining 
of a little anorexia, a little indigestion or 4 


solidation, transmitted voice to bronchophony, little loss in weight. - There is certainly much 


pectoriloquy and signs of cavitation. 

I have become more and more convinced in 
the last few years of the value of the history in 
the making of a diagnosis. I do not contend, as 
do some, that it is possible to make a definite 
diagnosis on the history of tubercular exposure, 
not alone in the family but from a room mate, 
shop mate, a school companion or what not, but 


misunderstanding about the normal weight in a 
given individual, and, as a matter of fact, I 
think that the average man knows as little about 
his normal weight at any time as he does about 
anything. This symptom itself is of little value 
unless accompanied by several other symptoms. 

Temperature Curve. In the early diagnosis 


of tuberculosis, the temperature curve is of 
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great value, and particularly so if other sus- 
picious symptoms are present along with it. In 
the consideration of this symptom, a few re- 
marks regarding the necessary care and exact- 
ness required do not seem out of place. It 
would seem that too many men are content to 
take a morning and an evening temperature, 
specifying neither time at which it shall be 
taken nor how long the thermometer shall be 
kept in the mouth. It is my opinion that the 
ordinary temperature chart kept in this way is 
valueless. It teaches us nothing. The ideal 
temperature chart in the suspicious case should 
be taken every two hours, or if this is not pos- 
sible, the first temperature should be taken on 
awakening, again at 12 M., again in the after- 
noon about 4 or 5, and again about 8 p.m. The 
temperature chart kept for two or three days 
is of little value, but should rather be kept at 
least a week as outlined. It perhaps seems un- 


necessary to remark that the patient should not | , 


take the temperature after having had hot or 
cold drinks in the mouth; but how often we see 
just this thing done, and naturally the chart 
loses its effectiveness. 

Night Sweats. Night sweats may be due to 
the action of any particular toxin on the vaso- 
motor system, causing lack of tone and undue 
relaxation,—a symptom in my opinion the value 
of which is somewhat exaggerated, and one 
upon which I do not think it possible to make a 
definite diagnosis of tuberculosis alone. 

Let us next consider the symptoms due to the 
reflex action of the tubercle toxin. These, as a 
consideration of the chart will show, vary from 
hoarseness, chest pains, tickling in the larynx, 
cough, ete, 

Hoarseness and Chest Pains. Hoarseness is 
often found as one symptom of early tubercu- 
losis. We all appreciate how common it is in 
the advanced stages, when necrosis is present 
and cavity formation has taken place. I feel 
that we should pay more attention to the aching 
over the shoulders and over the apices of the 
upper portion of the lungs and the chest pains, 
for it is remarkable the number of patients who 
complain of these pains and aches early in the 
infection. 

Cough. The cough, which is probably the 
first symptom appreciated by the patient, above 
all others, and the one which brings him to his 
family physician or the specialist, is not neces- 
sarily due to the tuberculosis of the lung, and 
We shon'd not prejudice our minds with that 
fact. That it is difficult for the laity with very 
little elenentary knowledge of medicine, not to 
be impressed with this symptom, is not sur- 
prising, and I think it is the one symptom that 
always ineans pulmonary tuberculosis to them. 
This condition should not obtain among trained 
medical men, but that it does we must admit, 
and that there are medical men who still are 
impressed greatly by this symptom is a fact. I do 
hotexaggerate whén I say that the word cough 


and the symptom itself convey to the minds of us 
but one pathological entity—tuberculosis. It is 
regrettable and I believe the reason for more 
errors in diagnosis than any other one symptom. 

Increased Pulse Rate. This particular symp- 
tom, and again I would emphasize that it is not 
a pathognomonic symptom of tuberculosis in- 
fection in any sense, since the toxin action of 
any infecting organism causes an increase in 
the pulse rate, and one of the symptoms we ex- 
pect and look for. As yet, I am not prepared 
to accept the pulse, in the absence of other 
symptoms or signs, as an indication of tuber- 
cular infection. 

These reflex symptoms are not in any way 

distinctive, yet they are much more so than 
symptoms due to toxins themselves, and if ac- 
companied with other symptoms, should arouse 
suspicion regarding possible infection of the pul- 
monary tract with tubercle bacilli. 
Pottenger,? speaking of these groups, says 
that there is nothing distinctive of tuberculosis 
in that group which is due to toxemia, and that 
he was further impressed with the fact that the 
second group, those of reflex origin, all point to 
organs other than the lung, but that they belong 
to organs which are supplied by the vagus and 
sympathetic nervous systems, both of which 
supply the lung. 

Symptoms Due to Tuberculous Process Itself 
per se. That there are a few symptoms due to 
the tuberculous process itself is self-evident, and 
that they are probably the most important we 
have in early clinical tuberculosis is also evi- 
dent, but we must not forget that they may at 
any time, and in any place, mislead us. The 
unfortunate part about these most important 
symptoms is the fact that as a general rule they 
appear later than do some of those due to the 
tubercular toxin and the reflex action of the 
toxin. They presuppose, either an involvement 
of some duration, or one of an area of consid- 
erable extent. In fact, when we make a diag- 
nosis of clinical tuberculosis, it has, as a rule, 
existed for some time, and there is always a con- 
siderable area’ involved. These symptoms should 
be rarely mistaken for any other disease or con- 
dition. I wish, again, at the expense of repeating 
myself, to recall to your minds Evans’ * remarks 
upon the diagnosis of so-called incipient tuber- 
culosis. It is in this group of symptoms, due to 
the tuberculous involvement per se, that we 
find the symptoms that are more definite and 
that help us more in reaching conclusions as to 
the process present in the diseased pulmonary 
tissue. 

Frequent and Protracted Colds. <A history, and 
it is a common one, when a patient comes say- 
ing that it has been a winter or a spring of fre- 
quent and protracted colds, to get over one cold 
but to get another, means much toward the di- 
agnosis, taken in conjunction with other symp- 
toms or signs that may be present. I have been 
impressed during the last year with the num- 
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ber of patients who have come with this history, 
and presented, among other symptoms, a defi- 
nite temperature curve, increased pulse rate, a 
little loss of weight, and perhaps night sweats. 
I am afraid that in many cases these attacks are 
passed over with the catch-all diagnosis of 
la grippe, but inquiry will usually show that 
these colds are not frequent attacks of grippe, 
but that they often start as a bronchitis and at 
other times as head colds, ending as bronchitis. 
A history of frequent and protracted colds with 
temperature elevation should always arouse sus- 
picion and should call for most careful investi- 
gation, and physical examination. 

Hemoptysis. _Hemoptysis, or spitting of 
blood, with the possible exception of cough, 1s, 
perhaps, to the mind of the average medical 
practitioner, the most important and diagnostic 
sign that exists in tuberculosis. It is regarded 
by many that hemoptysis always means tuber- 
culosis until proven otherwise. 

Pottenger'? says, ‘‘While there are other 
causes for this symptom, yet the fact that the 
patient raises blood is presumptive evidence 
that tuberculosis is present, and the evidence is 
conclusive in most cases when the blood is bright 
and mixed with sputum.’’ Riviere’ quotes 
Barnes as having found hemoptysis the initial 
symptom in 15% of cases, Bonney among 546 
cases .20%), and Bartlett in only 6% among 
400 cases. He further says, ‘‘The value of a 
well-marked hemoptysis is so great as to make 
this symptom, when well authenticated and 
other causes can be excluded, well nigh pathog- 
nomonic of tubercle. It is, then, of the utmost 
importance that with a free hemoptysis, other 
causes being excluded, phthisis should be pre- 
sumed.’’ Lord,’® in a recent and most excel- 
lent paper, says that it is his belief that. hemo- 
ptysis out of a clear sky is always tubercular in 
origin, whether symptoms and signs are present 
or not. In 307 cases of hemoptysis from the rec- 
ords of the Massachusetts General Hospital, all 
of them presumably tubercular, 30 came out of 
a clear sky, with no preceding sign or symptom, 
no pain, no dyspnea, no loss in weight, and no 
rales. Twenty of these 30 were found to be 
clinical cases of pulmonary tuberculosis; 10 
came to autopsy, and all but one, or 90%, 
proved to be tubercular. I would, however, 
call your attention to this one case that did not 
prove to be tubercular in this series, for it rep- 
resents 10%, and I think it is well for us to 
realize that there are perhaps other such cases 
as this one, in which any of us may at any 
time err in the matter of diagnosis. 

I am very frank to state that, for one, I do 
not believe that every case of hemoptysis, with 
or without preceding signs or symptoms, is of 
necessity tubercular in origin, but that rather 
we should make every effort to make the diag- 
nosis regardless of this symptom, and not let 
it cloud the issue, as it generally does. It 
would perhaps be well to mention the condi- 


tions which may cause hemoptysis out of a 
clear sky, as well as tuberculosis, and there are 
many as Lord’® gives them: 1, syphilis; 2, non- 
tubercular suppurations, abscess or gangrene; 
3, echinococeus; 4, pneumonia; 5, pulmonary 
infarction; 6, aneurysm; 7, new growth. Law- 
rason Brown,'* in discussing Lord’s paper 
made the statement that it was his opinion that 
every case of pulmonary hemorrhage should be 


-considered as tubercular in origin until proved 


otherwise. There has been much discussion re- 
cently as to whether or not pulmonary hemor. 
rhage may follow high blood pressure; it is be- 
lieved by some that it is possible. I have never 
seen a case of hemoptysis due to this cause. 

Pleurtsy. Pleurisy with effusion has for 
many years been considered as always tuber- 
cular in origin by many, and of late the feeling 
seems to be growing that dry pleurisy should 
also be classed as tubercular until proved other- 
wise. I agree with this feeling, for every case 
of dry pleurisy that I have seen in the last five 
or six years has proven later to be tubercular. 

Sputum. The question whether or not a per- 
son suffering from pulmonary tuberculosis 
should raise sputum or should not has been a 
source of controversy for many years, and 
there are those who still contend that it is nee- 
essary for sputum to be raised during the 
process of early active tuberculosis. The ques- 
tion of whether positive bacillary findings in the 
sputum are absolutely necessary before making 
a positive clinical diagnosis would seem to be 
too old for discussion, but that there are still 
many men who demand and insist upon tubercle 
bacilli being demonstrated before arriving at 
definite conclusions, though regrettable, is a 
fact. I believe that it is just as possible to 
make a definite diagnosis with a negative spu- 
tum as it is with a positive sputum, and a study 
of the records of the many State sanatoria 
would bear me out when I say that there are 
many patients in them, who do not show con- 
stant sputum findings, and there are many who, 
throughout the course of the disease, never give 
a positive sputum. In explanation of many 
of these cases, I would again bring to your at- 
tention Heise’s'' remarks regarding the two 
types of tuberculosis,—peribronchial and paren- 
chymatous. In the former, tubercle bacilli 
were found in only 3%’; in the latter, 47%. 

Temperature. The last symptom considered 
in this third group has been described as under 
symptoms due to the tubercle toxin. 

When any one of the first three symptoms 
found in this group, particularly if accom- 
panied by one or more symptoms of this or 
either of the other groups, especially with ele- 
vation of the temperature curve occurs, we have 
strong presumptive evidence of clinical tuber- 
culosis, whether any further evidence can be 
found or not, and with the manifestation of a 
positive tubercular reaction, we feel that we 
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are absolutely justified in making a diagnosis 
of active tuberculosis. 

Tuberculin, A few words as to the use of 
tuberculin in the diagnosis of pulmonary tuber- 
culosis. I am not quite in agreement with 
Lord? who, speaking of the use of tuber- 
eulin subcutaneously, says, ‘‘I have been loath 
to use this test except as a last resort in diag- 
nosis.”’ Personally, I believe that tuberculin 
should be used to a wider extent in helping us 
to arrive at our diagnosis. 

I believe, however, that it should always be 
used by one skilled in its use or under his per- 
sonal direction, and not by the general prac- 
titioner. who at best understands its action so 
imperfectly. It would seem that needless 
chances are taken in administering large in- 
itial doses. An initial dose of from 1/10 to 1/2 
milligram seems sufficient, with a gradual in- 
erease to 10 milligrams, increasing the dose 
every two or three days with the patient at ab- 
solute rest and taking a three-hour temperature 
chart. 

Given certain symptoms in either of the three 
groups as mentioned by Pottenger,’? with in- 
definite physical signs or none at all, I think 
that tuberculin injection is justified in many 
cases. If a positive result is obtained, its 
value depends upon the size of the dose to which 
the tissues responded. The smaller the dose re- 


quired for temperature elevation, the greater 


evidence in favor of active disease. 

Riviére,* speaking of tubereulin, says, ‘‘ For 
each tuberculin test is compounded of many ele- 
ments, some of which are of value, while others 
may be comparatively useless.”” Of the von 
Pirquet reaction he says, ‘‘No one, to take a 
concrete example, can in these days rely upon 
a positive von Pirquet reaction as evidence of 
active tuberculosis in the adult, and retain our 
respect for his intelligence; the vast mountain 
of fact is against him.’’ I agree heartily with 
this characterization of the above, for from 
my own personal experience, I have found it of 
no value in adults, but of much in infancy. 

X-Ray. The value of the x-ray findings in 
the study of lesions of the pulmonary tract is a 
Source of much controversy, and will always re- 
main so. On the one hand, are those who main- 
tain that it is possible to make a diagnosis of 
active pulmonary tuberculosis in the so-called 
incipient stage by means of the x-ray, in the 
absolute absence of any signs or symp- 
toms: on the other hand are those who main- 
tain that the value of the x-ray in the diagnosis 
of tuberculosis is negligible, and it is only as 
corroborative evidence that it is worthy of con- 
sideration, Between these two differing views, 
there are, of course, many men who lean to- 
ward the one and toward the other. 

_ in a very sane paper on the 
“Early Diagnosis of Pulmonary Disease by the 
X-ray,’’ read at the annual meeting of the Na- 
tional Association, said, ‘‘We cannot as yet 


make a diagnosis between active and inactive 
tuberculosis, and, in my opinion, it is not advis- 
able to send a patient away solely on the x-ray 
diagnosis.’’ It was also his opinion that the 
radiogram could not make the diagnosis of early 
tuberculosis in the absence of signs or symp- 


toms, 

Minor’ of Asheville summed up the situation 
very well when he said that, ‘‘Only in conjune- 
tion with physical signs or constitutional symp- 
toms is a positive x-ray plate of any value, and 
in my opinion it is never wise or advisable to 
stand upon the x-ray findings alone.’’ My per- 
sonal opinion is that the value of the x-ray rests 
upon its use in corroborating the positive clin- 
ical diagnosis made by the clinician, and that 
it should be used in this way only. 

This paper would be incomplete without some 
mention of the physical signs produced by the 
invasion of the lung structure by the tubercle 
bacilli. It has been well said that this bacillus 
is ubiquitous in every way, and in no more 
striking a manner than in the diversity of 
pathological lesions produced within the chest 
cavity. It is not my intention, nor within the 
scope of this paper, to take up your time with 
a discussion of the pathological conditions fol- 
lowing its entrance, with which you are all 
acquainted. Perhaps the most important phys- 
ical signs are the rale, localized or diffuse, dul- 
ness over the chest wall, and signs of consolida- 
tion, with transmitted voice sounds. Lawrason 
Brown?’ says, ‘‘The importance of physical ex- 
amination in the diagnosis of pulmonary tuber- 
culosis has been over-emphasized, and symp- 
toms are a better and a more accurate guide to 
activity than physical signs.’’ He also says, 
‘‘Symptoms without physical signs demand 
treatment, while physical signs without symp- 
toms require careful watching.’’ I do not think 
the case could have been better put, and I agree 
with his opinion in this matter. 

It does not seem to me that it is possible for 
physical signs due to the tubercle bacilli to exist 
in the lungs without definite symptoms, but I 
emphatically believe that the reverse is pos- 
sible. I am sure, in my own opinion at lgast, 
that the tubercle bacilli may invade the lung 
tissue, producing certain changes productive of 
symptoms, such as given by Pottenger’* in the 
first or second group, but without demonstrable 
physical signs. I am always exceedingly sus- 
picious of a chest which shows dulness with 
rales, but in which the patient has no symp- 
toms, suspicious that it is something other than 
tuberculosis. I cannot agree with him who de- 
mands a rale or dulness before making the di- 
agnosis in the presence of a definite history of 
contagion and some symptoms, but I will agree 
with anyone who, in the presence of moderate 
or marked dulness, rales, and transmitted voice, 
but with no history or constitutional symptoms, 
demands further evidence. 

Bray” in a recent article expresses his belief 


16 
| 
re 
n- 
r 
at 
e 
e- 
r- 
e- 
r 
r- 
g 
d 
r- 
se 
re 
r- 
is 
a 
id 
e 
pe 
ll 
le 
t 
a 
0 
l- 
ly 
1a 
re 
0, 
e 
t- 
0 
li 
ay 
18 
n- 
or 
e- 
e 
r- 
a 
e 


5306 BOSTON MEDICAL AND SURGICAL JOURNAL 


[AvueustT 31, 1916 


that the rale is a very constant sign in incipient 
tuberculosis, and among the early physical signs 
the pulmonary rile is the one definite sign, the 
others merely represent deviations from the nor- 
mal and, at most, are indefinite. He says that 
rales are latent in approximately 75% of early 
cases, and 30% of the moderately advanced ; that 
localized apical rales are almost pathognomonic, 
other conditions that produce them being of rare 
occurrence. Glover’? compares the various 
methods of diagnosis in tuberculosis of the lungs, 
particularly in regard to the distinction of act- 
ive processes from inactive. Clinically, he at- 
taches most weight tothe presence or absence of 
rales, their absence, in his opinion, in repeated 
examinations excluding an active process. Rivi- 
ére’*, on the other hand, says that it is a com- 
mon error to believe that small medium rales 
heard at one or both apices suffice for the diag- 
nosis of phthisis. In practice this sign is fre- 
quently found in catarrh of all varieties of 
causation, and unless the rales are consonating, 
or there is an accompanying loss of percussion 
resonance, there is no justification for any diag- 
nosis beyond that of catarrh. 
I agree entirely with Bray*® in his statement 
as to the value of the localized apical rale in 
the diagnosis of this condition and it seems to 
me that his figures are conservative and accurate 
so far as my personal observations, in that rales 
are latent, go. Let us always remember that 
the slmple expedient of employing cough dur- 
ing the examination will bring these rales out. 
In the words of the elder Janeway (Bray), ‘‘In- 
variably employ cough to elicit rale in tuber- 
culosis.’”” However, notwithstanding my be- 
lief in the value of the latent rale, I still think 
it is unnecessary to insist upon its presence in 
all early cases or moderately advanced ones any 
more than I insist upon the presence of bacilli 
in the sputum. From my own personal experi- 
ence, I know that it is possible for moderate or 
whispered dulness to exist without a rale, either 
before or after cough, and, taken in conjunction 
with history and constitutional symptoms, to 
mean but one thing,—pulmonary tuberculosis. 
Just. a few words as to breath sounds and 
voit sounds. Riviére" covers the ground exact- 
ly, I think, when he says that, ‘‘ Voice sounds, 
and especially whispered voice sounds, should 
be compared with that derived from the breath 
sounds. As a rule, these signs cling together.’’ 
From the above discussion of the symptoms 
and signs of tuberculosis studied from the etio- 
logical standpoint, we ean see, I am sure, that, 
if properly analyzed, they give us much diag- 
nostie evidence. Those of the third group, due 
to the tuberculous process per se, are, of course, 
the most valuable. A history of frequent: and 
protracted colds or hemoptysis or pleurisy, wet 


or dry, with a temperature curve, should: cause4 


us to investigate, always with an open mind. 
Alone, I am firmly convinced that the symp- 


toms in the first and second groups do not defi- 


nitely mean tuberculosis. Associated with one 
or several of those of the third group, they are 
certainly worthy of the most serious and pains. 
taking investigation. I confess that it is impossi- 
ble for me to outline any sort of a symptom. 
complex or symptom-complexes to fit every sus. 
pected case ; all I can say is that, in my opinion, 
it is ever necessary for each patient to be re- 
garded as a distinct and separate one, analyzing 
the history, the constitutional symptoms and 
physical signs broadly and not permitting our. 
selves to be carried away by the presence of one 


or two signs or symptoms that may have been 


present in other patients in whom diagnosis of 
tuberculosis was proved. That there are certain 
symptoms that alone are of the greatest import- 
ance and value I freely admit. I cannot, how- 
ever, bring myself to agree with the dictum that 
a patient be labelled for life as tubercular on 
such slender grounds as one symptom. 


CONCLUSIONS. 


In conclusion I should like rather briefly to 
review several of the points brought out in this 
paper and the convictions which I hold concern- 
ing them. 

In the first place, I wish to emphasize again 
the belief that it is not only in the beginning 
eases of tuberculosis that we err in our diagno- 
sis, but just as much in the diagnosis of 
the moderately advanced and _ advanced 
eases. [I would urge you to consider the 
percentages of wrong diagnoses as cited 
by Ash® and the fact that during only the 
past year a matter of 1.6% of the individuals 
entering our State sanatoria were either non- 
tubercular or not diagnosed. Our responsibility 
is just as great in the diagnosis of the patient 
presenting with what seem to us all the neces- 
sary signs and symptoms for the diagnosis of 
advanced tuberculosis and I would urge upon 
you the necessity of approaching the examina- 
tion in these cases with a mind as free and un- 
prejudiced by the history of cough or hemoptysis 
as is possible, remembering that almost any 
pathological condition in the pulmonary tract 
may simulate tuberculosis in every respect. 

Secondly, that Pottenger’* in suggesting the 
consideration of the symptomatology from the 
etiological viewpoint has indeed made it easier 
to analyze the disease conditions. 

Thirdly, that I feel from my own experience 
that Lawrason Brown,’® and others more compe- 
tent than I, are correct when they say that the 
importance of physical examination in the diag- 
nosis of pulmonary tuberculosis has been over- 
emphasized in that symptoms are a better and 
a more accurate guide to activity than physical 
signs; that symptoms without physical signs 
demand treatment; that physical signs without 
symptoms require only careful watching. With 
symptoms and a history but no physical signs, 
I feel that we can make a diagnosis in the large 
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majority of cases; with physical signs but no 
symptoms, I feel that it is impossible. 

" Finally, it does not seem possible or probable 
that we can ever outline a symptom-complex of 
certain signs and certain symptoms and say that 
these signs and these symptoms in every suspici- 
ous case mean tuberculosis. It is rather my feel- 
ing that we must value each symptom and each 
sign for itself and in conjunction with other 
symptoms and other signs, for every case is a dif- 
ferent one and has a different complex; and 
though deeming that certain outstanding symp- 
toms, such as hemoptysis, cough, elevated tem- 
perature, increased pulse, and emaciation are 
suspicious of infection, I do not feel that we are 
qualified to say that this is a ease of active clini- 
eal tuberculosis in an adult without proper and 
due consideration of the other factors present. 
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DISCUSSION. 


_ Dr. Henry D. Cnapwick, Westfield: I agree 
in the main with the statements in Dr. Schadt’s 
paper, but I must take exception to some of his 
eonelusions. I think he has very little basis for 
his conviction that as many patients are given 
an erroneous diagnosis of tuberculosis as there 
are positive cases that are wrongly told that 


they are free from that disease. I do not think 
that the time hascome that we can justly criti- 
cize physicians for their errors in that direction 
and do not see that he has produced sufficient 
evidence to support his contention. 

The State sanatoria last year admitted 1629 
patients, whom the physicians of the state had 
diagnosed as having pulmonary tuberculosis. 
Out of that number 12 were found, after pro- 
longed observation and tests, to be non-tubcreu- 
lous. That is only about .74% of error. Of the 
2000 cases admitted to Westfield since 1910, 23 
have been found non-tuberculous, or about 1%. 

In what disease with which internal medicine 
has to deal can a better showing be made? To 
my mind that is a splendid record and the physi- 
cians of the state are to be commended for their 
accurate diagnosis of a disease which presents 
so many difficulties. 

In connection with the 1114% of non-tuberecu- 
lous cases found at autopsy by Dr. Ashe of 
Mattapan, I think the following quotation from 
his paper should also be taken into considera- 
tion. ‘‘It is not to be supposed that the same 
percentage of error extends to all cases that have 
been treated in the hospital. It would be low- 
ered by those cases of undoubted tuberculosis 
that have been discharged otherwise than dead; 
and further, greater effort has been made to ob- 
tain permission for necropsy in those cases of 
special interest, among which have been a ma- 
jority of the non-tuberculous. Furthermore, in 
eight of these cases tubercle bacilli have been 
found and the diagnosis had been made largely 
on this basis, in spite of any doubt that had 
previously existed as to the true nature of the 
case.”’ 

He states—and I agree with him—that when a 
diagnosis is doubtful, especially if the patient is 
in an institution, several sputum examina- 
tions should be made, and not put complete confi- 
dence in one positive finding. There are pos- 
sible sources of error in labelling specimens and 
recording the findings, and also occasionally pa- 
tients, to prevent discharge, will borrow speci- 
mens of sputum from a positive but generous 
neighbor. 

Granting that a few patients are sent to a 
sanatorium under a mistaken diagnosis, the 
harm done, if any, is not to be compared to the 
fatal experience of too long delay while waiting 
for conditions to develop so far that the patient 
himself is able to decide that he has consump- 
tion. In doubtful cases I think patients should 
be sent to a sanatorium for diagnosis. These 
institutions should be used as clearing houses. 
Even if found negative, a patient’s stay in such 
a hospital can do no harm and may be beneficial. 
If the diagnosis can be cleared up in this way 
great good results to the patient. Are not pa- 
tients frequently sent to a general hospital un- 
der a wrong diagnosis? Of course accuracy in 
diagnosis is to be desired in all cases, but do not 
earry it to the point of putting the patient’s life 
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in jeopardy by delaying until all positive signs 
are obvious. There would be fewer abdominal 
operations, but many more deaths, if surgeons 
waited for conditions to develop until a diagno- 
sis was sure. Symptoms and physical signs are 
to be considered together in making a diagnosis. 
Physical signs do not distinguish the healed or 
latent lesions from one that is active. Symp- 
toms, on the other hand, indicate the activity 
of the process and are to be considered almost 
exclusively in prescribing treatment. It is not 
necessary to send a patient away for treatment 
even when he has extensive physical signs if he 
had no symptoms of active tuberculosis. This 
should always be borne in mind when consulted 
by an ex-sanatorium patient, as not infrequently 
they are returned to sanatoria unnecessarily be- 
eause of physical signs, but present no evi- 
dence of activity. If symptoms are present and 
physical signs cannot be made out, watch the 
ease closely and without much delay consult 
with a specialist in chest diseases, whose better 
trained ear may be able to find a lesion before 
it has inereased in activity or extent. 

Hemoptysis.—This has been the initial symp- 
tom in 5%’ of the 1000 cases admitted to West- 
field. I regard it, when present, as the most 
reliable of all the many symptoms of active tu- 
berculosis. Don’t give such a patient a sense of 
false security by saying the blood probably came 
from the throat unless you can prove that it 
does by finding the bleeding point. There will 
be fewer errors in diagnosis in such eases if, 
after excluding pneumonia, a positive diagnosis 
of pulmonary tuberculosis is made. Our per- 
centage of arrested cases among those whose in- 
itial symptom was hemoptysis was equal to 
those having other symptoms at the onset. 

Personal history is of the utmost importance, 
but the family history is of much less value, 
and especially is this the case with adults. Our 
records show that of 194 children under 14 
years, 67% had a positive family history; in 209 
patients from 14 to 20 years, it was positive in 
44%; 815 patients over 20 years of age show 
but 34% with positive family history; therefore, 
it would seem to help but little in the considera- 
tion of the indivdual ease. 

Diagnosis should not be made on one symp- 
tom, but don’t wait for them all. Neither form 
your conclusions on one pathological, physical 
sign, but don’t wait for too many to develop. 
Consider all the evidence, giving the greatest 
weight to symptoms, exclude other possible dis- 
eases as far as you can, and then it is best to 
consider: the case one of tuberculosis, and 
suitable treatnient should be at once begun. 

Dr. E. O. Otts, Boston: Those of us who are 
domg more or less ‘special work ‘in tuberculosis 
here in Boston frequently see and examine one 
another’s patients as they go from one to an- 
other, and, as well, those who have consulted 
one or more dispensaries or out-patient depart- 
ments. Sometimes we agree with the diagnosis 


made by our brother physicians, or at the dis. 
pensary or hospital, and sometimes we disagree; 
which goes to show, it seems to me, that it is 
extremely difficult in at least a certain number 
of cases to make a definite diagnosis upon one 
examination. The only thing we can do is to 
keep the patient under observation until further 
evidence is obtained. 

In teaching the subject of tuberculosis I have 
found that the tendency of the student is to 
place undue value upon slight physical signs, 
such as slight or doubtful dulness and slight 
modifications of the respiration. This is not 
infrequently the case with the practitioner. We 
need more than indefinite physical signs in order 
to make a definite diagnosis. We must have 
definite symptoms of an active disease. One 
must bear in mind the difference between clin- 
ical and anatomical tuberculosis. In the latter 
ease, whatever the physical signs. if there are no 
symptoms and the patient is not ill, he requires 
no treatment; while in the former, if we have 
the characteristic symptoms and the patient is 
ill, whether we can detect definite physical signs 
or not, the case is one of clinical tuberculosis 
and should be treated as such. 

With regard to hemoptysis. I believe we 
should regard this as almost a pathognomonic 
symptom with rare exceptions. It is true that 
one occasionally meets with cases of hemoptysis 
where there are no other symptoms or none sub- 
sequently develop. 

I agree with Dr. Chadwick that more impor- 
tance should be placed upon the personal his- 
tory of the patient than upon the family history. 
In my experience I have found the former more 
valuable. 

With regard to rales. As we all know there 
can be almost any amount of infiltration without 
evidence of moisture, indicated by rales. If, how- 
ever, we find at an apex persistent fine rales it is 
one of the most, if not the most important of 
the physical signs we have, although it may 
not be the earliest sign. Here again, however, 
one ought not to make a diagnosis upon a single 
physical sign, even rales. We must have at the 
same time enough of the characteristic symptoms 
to complete the evidence in favor of tuberculosis 
—but with the rales and symptoms a positive 
diagnosis can generally be made. After all, 
there are not a few border line cases. which are 
not infrequently sent away, to the disarrange- 
ment of the family life, which, in my opinion, 
had better be kept under observation at home 
until more definite evidence is obtained. We 
have been insisting so persistently upon making 
an early diagnosis that the pendulum seems to 
have swung. the other way and I have found 
with increasing frequency that the diagnosis 0 
tuberculosis has been made and been reported 
upon what. has seemed to me insufficient evl- 
dence. 

Dr. Georce L. Scuaprt, Springfield: In re- 
gard to hemoptysis. I would not wish to be 
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understood as saying that in my opinion hemop- 
tysis is not a very important symptom in early 
tuberculosis. My feeling, however, is that we 
should not let hemoptysis or any one symptom 
prejudice our minds to such an extent that we 
are willing to label an individual as tuberculous. 
It has been my experience in the last two or 
three years to see a number of individuals who 
have had pulmonary hemorrhages, apparently 
coming out of a clear sky, with no other symp- 
toms following—no lesions, no temperature, no 
pulse—and every one of them has apparently 
recovered from whatever condition caused their 
hemorrhage. I am willing to admit, it might 
have been tubereulosis, but my feeling is still 
that we are not justified in labelling a person 
tuberculous on that one symptom with abso- 
lutely nothing else. 

I must disagree with Dr. Chadwick when he 
says that it is his opinion that every case of 
suspected tuberculosis should be sent to the 
sanatorium for diagnosis. I disagree very 
strongly there. I do not think that you can 
make a comparison between the sending of a 
patient suspected of having tuberculosis to a 
sanatorium for diagnosis and the person sus- 
pected of having appendicitis to a general hos- 
pital. Welookatitfrom different standpoints— 
he from the sanatorium point of view, I from 
the viewpoint of the practicing physician who 
comes in contact with the individual and with 
his family, and with the circumstances that en- 
sue. It is the practicing or family physician 
who sees the after-resulits or opprobrium that 
comes to a person with a history of having been 
at a State sanatorium for tuberculosis whether 
he had the disease or whether he had not. I do 
not wish to go into the economie question; but 
I think it is little realized by the specialist, par- 
ticularly by the sanatorium man, how much a 
history of having been an inmate in a State 
sanatorium for tuberculosis means to the indi- 
vidual in after-life. 

Dr. Chadwick mentions 2000 cases admitted 
to the Westfield Sanatorium since its opening. 
Tn 23 of these there was found to be no tubercu- 
losis, a little over one per cent. T think this is 
too much. I believe that we should not err even 
to one per cent. in the diagnosis of tuberculosis. 
I believe that by the proper correlation of our 
symptoms and our signs and our histories, per- 
sonal and family, with the use of tuberculin, we 
could in pretty nearly every case make a definite 
diagnosis. 

Dr. Otis emphasizes one of the points that I 
tried to make when he said that in his teaching 
he had learned a good many things: one thing 
commonest, that students are apt to over-empha- 
Size certain points. T would emphasize that they 
are also apt to and do carry these ideas into prac- 
tice. _That is over-emphasizing certain symp- 
toms indicating the probable presence of tuber- 
culous infection, but not necessarily tuberculous 
disease. I have seen these men come into prac- 


tice, and with a history of cough or a history of 


hemoptysis they have seen an indication of tu- 
berculosis and nothing but tuberculosis. If a 
patient presents himself in the office and com- 
plains that he has had a cough for two or three 
weeks, or that he has expectorated a little blood, 
he is looked upon with the idea that tuberculosis 
must be found in him and not with the idea of 
simply forgetting the signs of hemoptysis, for- 
getting the cough and looking at the case in an 
intelligent manner, endeavoring to make a diag- 
nosis with these symptoms as an aid and not be- 
cause of the mere presence of these symptoms 
and nothing else. 


Medical Progress. 


ELEVENTH REPORT OF PROGRESS IN 
ORTHOPAEDIC SURGERY* 


By Ropert B. Oscoop, M.D., Roperr Soutrer, M.D., 
HERMANN BucnHowz, M.D., Harry C. Low, M.D., 
Murray S. DANFORTH, M.D., Boston. 


TUBERCULOSIS. 


Ety,’ reviewing his results obtained in a se- 
ries of experiments on eleven rabbits and six 
guinea pigs, concludes that ‘‘the lymphoid mar- 
row of rabbit’s bones is a good field for the 
growth of bovine tubercle bacilli, and that the 
lymphoid marrow of guinea pigs’ bones is a 
good field for the growth of human tubercle 
baeilli.’’ 

These results would seem to cast doubt upon 
the correctness of Fraser’s? dictum that red 
bone marrow is practically immune to tubercu- 
losis. 

‘Manning and Knott* have sought by means 
of the von Pirquet reaction to determine the 
pereentage of children suffering from tubercu- 
losis and living in known tuberculous families, 
contrasted with the percentage in children liv- 
ing under apparently favorable conditions. Of 
the first group (166), 50% gave a positive re- 
action. In the latter group only 22%. In the 
whole number (232), only 42% reacted to the 
test, which is a very much lower percentage 
than von Pirquet’s figures, which were 93% in 
children of about the same age. The average 
percentage of positive reactions among fourteen 
observers who have studied large series of cases 
was 75%. | 

Wolcott analyzes the results in 682 cases of 
Pott’s disease in ‘which an operation had been 
performed, thé’ purpose of which operation was 
to ankylose the’ spine at the seat of the disease. 
On 642 cases either the bone graft, after the 
method of Albee, or the plastic bone operation, 
_* This Report ‘is based ‘on 9 review of 220 articles selected from 


erences are given only to such articles as have been 
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after the method of Hibbs, had been performed. 
In 198 eases, done by Albee himself, he has re- 
ported 92% as improved. In 158 cases done by 
Hibbs himself 90% were reported improved, 
and in 286 cases done by other surgeons there 
was improvement in 73%. In the whole series 
there were thirty deaths, or a mortality of 
about 5%. Three cases developed paraplegia 
after the operation, five cases developed abscess ; 
there were nine cases of sepsis, and in seven 
there was necrosis of the graft. Tuberculous 
meningitis developed in seven and miliary tu- 
bereulosis in three. The conclusions of the 
author are: 1. The operation may be expected 
to abbreviate treatment and hasten ankylosis. 
2. By hastening ankylosis the tendency to de- 
formity is lessened. 3. The operations are best 
adapted for caries involving the cervico-dorsal, 
dorsal, and dorso-lumbar regions,—parts of the 
spine in which limited motion is of little conse- 
quence. It is less well adapted for caries in- 
volving the cervical and lumbar regions, parts 
in which limited motion is a detriment. 4. The 
general opinion of the majority of surgeons is 
that the operation should be considered only as 
one phase of the treatment for Pott’s disease 
and that post-operative support should be con- 
tinued until all signs of active disease have dis- 
appeared. 

{Ed. Note-—With these conclusions the Edi- 
tors find themselves in essential agreement. 
We are sorry that there has not been a more 
careful analysis of the relative value of the two 
operations in hands other than the originators 
of the two methods. Our own impression is 
that in the early cases with small kyphoses, the 
bone graft operation of Albee is likely to 
yield as good results as the plastic bone opera- 
tion of Hibbs. It is an operation which requires 
less skill and its technic can be more easily 
acquired. It can be done more quickly and, 
especially if the motor saw is used, need induce 
little shock. If the kyphos is of considerable 
size, the bone graft operation is more difficult, 
and the cutting of a simple curved graft 
or the applying of a series of long, thin, bend- 
able bone splints, consumes time and adds com- 
plexities. In spite of contention to the con- 
trary, these grafts cannot in our experience be 
expected to lessen materially the size of the 
kyphos. The Hibbs plastic operation, on the 
other hand, does lessen the apparent size of the 
kyphos, and where complicated grafts would be 
necessary, can be done almost as quickly and, we 
believe, with as reasonable an expectation of 
ankylosis. In Dr. Hibbs’ hands or in the hands 
of those who have taken the pains to develop a 
technic, there seems to be no more shock than in 
the bone graft operation. We attach great im- 
portance to the detail of the technic in order 
to obtain satisfactory results. We still feel 
doubtful concerning the wisdom of these opera- 
tions under four to five years unless it is im- 
possible to provide recumbency followed by am- 


 bulatory apparatus. We feel thus doubtful be- 
cause the results of carefully carried-out con. 
servative treatment are usually so good and bhe- 
cause, with soft bones and rapid growth, we 
should feel that reeumbent and protective treat- 
ment ought to be continued even after an anky- 
losing operation for a period approximately as 
long as that required in an ordinary case for 
healing by nature, aided by bloodless art. A 
5% mortality is gratifyingly low, but not neg- 
legible. | 


ARTHRITIS AND BURSITIS. 


Hemophilic Joints. 

DuPan* relates that a boy of fifteen was 
brought to the hospital on account of a very 
painful tumor of the ankle, which seemed to he 
a sarcoma on the point of ulcerating, except 
that sarcomata are not, as a rule, so paintui. 
The tibia was not tender, and although there 
were local heat and fever, yet there was no in- 
volvement of glands, no lymphangitis or fluc- 
tuation. A small incision brought dark blood, 
but no pus, and the little cut bled continuously 
for three days, confirming the final assumption 
of hemophilia. Under calcium chlorid and 
diphtheria antitoxin the oozing of blood was 
finally arrested. His f2mily showed the usual 
skipping of the second generation and the re- 
appearance of the hemophilia in the sons of 
the daughters, three of the five sons being pro- 
nounced hemophiliacs. In treatment the main 
thing is to suspect the hemophilia instead of 
mistaking the joint trouble for acute articular 
rheumatism or a tuberculous process, as is too 
often done. Du Pan declares that this error in 
diagnosis has often proved fatal., He cites 
various cases in which puncture of the joint for 
supposed hydrarthrosis has caused bleeding to 
death. The blood accumulating in the joint 
causes sudden pain and swelling, and the limb is 
held as in acute rheumatism. The region feels 
hot and there may be fever, but the skin keeps 
its normal color. There are, as a rule, several 
suceessive attacks involving different joints, but 
mostly the knee or elbow, one at a time, with or 
without some slight local trauma preceding. 
The hemarthrosis may be enitrely absorbed, 
but it usually persists and irritates the joint, re- 
sulting in chronic arthritis. In the second 
phase this arthritis resembles in every respect & 
white swelling; there is thickening of the syn- 
ovia, impotence of the limb, and wasting of the 
muscles. The pain is less in this stage, 
swelling becomes more general, and the culs-de- 
sac are distended, but local heat does not m- 
crease. There is elastic fluctuation in the syl- 
ovial culs-de-sac, as with a tuberculous process, 
and partial ankylosis develops. After the m- 
flammation has subsided, insidious destruction 
may continue, and there is never an abscess oF 
fistula, and never any enlargement of glands, as 
from malignant disease. There is danger © 


et 


| 
| 
| 
pl 
pi 
Ve 
ne 
pl 
fr 
a 
TI 
m 
an 
Ww 
ke 
wl 
Po 
Cas 
No 
19 
tio 
dey 


Vor. CLXXV, No. 9] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


311 


mistaking hematomata in muscles for cold ab- 
scesses and of the occurrence of fatal hemor- 
rhage resulting from incisions. The family an- 
tecedents and tests of coagulating power of 
blood will reveal the tendency to hemophilia. 
The first manifestations generally appear before 
the age of two and the hemophiliacs generally 
outgrow the tendency by twenty-two. It rarely 
happens that a hemophiliac succumbs to hemor- 
rhage after twenty-two. The most threatening 
hemorrhages are during teething or at puberty. 
The skin covering a hematoma is stretched, 
shiny, and bluish or black, with a peripheral 
red zone. These hematomata never suppurate, 
but the blood coagulated in them may undergo 
ealeareous infiltration. The literature on hemo- 
philia and the theories as to its mechanism are 
discussed in detail. Horse serum thus far has 
proved more effectual than anything else in the 
treatment of hemophiliae cases, but its action is 
only transient. 


Bursitis. 

Riedel® has made a study of an hygromatous af- 
fection of the bursa beneath the insertion of the 
semimembranosus tendon. The bursa does not 
as a rule communicate with the knee joint, but 
is separated from it by only a very thin mem- 
brane. From some unknown cause a serous or 
somewhat gelatinous exudate sometimes devel- 
ops in this bursa, but this exudate is never as 
thick as the exudate of a tuberculous ganglion. 
Riedel estimates that in about one-third of the 
cases the thin membrane separating the bursa 
from the joint is ruptured by the exudate, and 
A chronic hydrops of the true joint may be set 
up. Great eare must be exercised in excising 
the bursa, if opening the true joint is to be 
avoided. 

PARALYSIS. 
Decalcification of Bones in Paralyzed Limbs. 


H. Claude and R. Porak’ have studied the 
phenomenon of bone decalcification in cases of 
paralysis of the upper extremity occurring from 
various causes, é.g., paralysis uncomplicated by 
neuritis, paralysis from wounds of the brachial 
plexus, paralysis from hysteria and disuse 
from simple immobilization. Their conclusions 
are in keeping with those of Legg* and others. 
They believe it cannot be regarded as pathogno- 
monic of any nerve lesion, but that the mech- 
anism of its production is identical with that 
Which causes the wasting of muscles, hyper- 
keratosis, local sweating, ete., and attributable 
Wholly and solely to disuse. . 


Poliomyelitis, 


Sawyer’ made a’ study of several groups of 
cases of epidemic poliomyelitis appearing in 
Northern California in the summer and fall of 
1913. Tn many of ‘the eases reported the infee- 
tion ean he explained on the theory that epi- 
demic poliomyelitis is transmitted through con- 


tact from acute cases or carriers. The active 
virus of poliomyelitis was demonstrated by ani- 
mal inoculation to be present in rectal washings 
obtained from a patient fourteen days after the 
beginning of the paralysis. Since the active 
virus may leave the body from the rectum, as 
well es from the nose and mouth, precautions 
should be taken in the care of the poliomyelitis 
patient to prevent infection, not only from the 
nasal and buccal discharges, but also from feces 
and soiled bedding. 

Abramson,” as a result of his examination of 
the spinal fluid in 43 cases of poliomyelitis, be- 
lieves that a study of the etiology helps to dis- 
tinguish the abortive and preparalytic cases. 
No special help is afforded by this examination 
in the way of preventive or early treatment. 
Abramson states that the findings are often com- 
patible with either poliomyelitis or tubercular 
meningitis, and lays emphasis upon the import- 
ance of the clinical signs, sudden onset, high 
fever, ete., in establishing the diagnosis. Thus 
far a study of the spinal fluid seems to offer 
little help in prognosis. 

Francisco’s™ article on the early management 
of poliomyelitis is valuable in that it shows the 
great need which still exists of public education 
as to what is rational in the treatment of infan- 
tile paralysis. He investigated the previous 
treatment of thirty cases which came to his 
clinie and found that this treatment had been 
based on every type of ignorant and false ad- 
vice. Some of it was mere quackery, there were 
many inefficient ready-made braces, and there 
was absolute neglect of treatment in other cases 
as a result of advice which had been given that 
‘‘nothing could be done.’’ Nearly all these 
cases were capable of being helped by operations 
or braces, but the great importance of the pre- 
vention of deformity was evident. 

Gallie,’* in his second paper, based on the re- 
sults of 100 operative cases, feels justified in 
recommending thé method of tendon fixation 
which he has advocated in cases of certain foot 
deformities and paralysis following poliomye- 
litis. ‘He has discovered that it is necessary to 
remove the sheath of the tendon thoroughly be- 
fore burying it in the groove made in the bone, 
else there is thé possibility that the fixation will 
not be’ complete, the tendon moving in the 
sheath despite the fixation of the sheath to the - 

Hoke ‘and Hodgson,” as a result of their 
studies of thé disabilities following poliomye- 
litis, believe that while tendon fixation, and per- 
haps the artificial silk ligaments of Lange, have 
their place in the treatment of the paralytic 
members, no operation on the soft parts is ever 
sufficient to hold the limb in good static position 
unless the bony skeleton is properly balanced. 


They, therefore, advocate bone operations when- 


ever there’ is deformity or malposition of bones 


which “would with proper function or 


proper weight 
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[Ed. Note.—While the Editors are ready to 
admit the wisdom of bone operation in selected 
cases, they have been impressed with the 
amount of correction which may be obtained by 
tendon transplantation, tenodesis, silk liga- 
ments, ete. Future growth may, perhaps, be 
expected to take care of a slight residual de- 
formity if the operation succeeds in so ba&- 
ancing the foot that the resulting forces are ex- 
erted in a correcting direction. | 

Biesalski'* has operated on 9 cases of Little’s 
disease; 3 four years old; 4 two and a half 
years old, 1 one year, 1 six months old, thus 
having a fairly long time of observation. The 
age was 514 to 1214. He has operated only on 
the most severe cases, and emphasizes the im- 
portance of selecting only these cases for this 
operation, as otherwise the results might be 
credited to Foerster’s operation, which could be 
obtained with much simpler methods. Biesalski 
describes the technic of the operation, which he 
always does in one session. 


Hemiplegia. 

Franz, Scheetz, and Wilson’ report the re- 
sults of massage, active and passive movements, 
in restoring motor function in old-standing cases 
of hemiplegia. From their observations it would 
appear that very considerable restoration of 
function can be obtained in many cases of hemi- 
plegia by appropriate and persistent treatment. 
_ Their subjects were not altogether favorable, 
in that in several instances mental as well as 
physical impairment existed. 

[Ed. Note.—The Editors wish to record, as 
they have done in previous Reports of Progress, 
their conviction that too little attempt is being 
made to ameliorate the depressing condition of 
these hemiplegic cases. A ‘‘shock’’ is looked 
upon by the public as an immediate forerunner 
of dissolution, and the immediate results of the 
shock are supposed to be permanent. Physi- 
cians, of course, know that often these patients 
live many years, and may die of an intercurrent 
disease without ever having another evident 
cerebral hemorrhage, and that often also very 
considerable recovery takes place. The years 
these patients do live will be much happier and 
more useful years if the idea of the hopelessness 
of the condition is combated, and the idea of a 
possible return of function under appropriate 
treatment and individual effort is fostered. ] 


Tardy Paralysis. 

Ramsay Hunt?® reports three cases of late 
paralysis due to chronic progressive ulnar neu- 
ritis, developing years after injuries to the el- 
bow. These injuries had produced a valgus de- 
formity and some change in the ulnar groove. 
The paralysis is apparently due to pressure irri- 
tation of the nerve. In one of his cases part of 


this pressure, at least, was due to a bursal cyst 
developing in the groove beneath the nerve. Ex- 
cision of this cyst brought relief of the paraly- 


sis. The necessity of differentiating this condi. 
tion from the progressive spinal atrophies is 
obvious. 


BONE AND JOINT SURGERY. 


Haas" has carried out a series of 75 experi- 
mental transplantations of the epiphysis. These 
consisted of eleven transplantations of an entire 
metacarpal or metatarsal, ten autotransplanta- 
tions of the same, four reimplantations of split 
metacarpal or metatarsal, two autotransplanta- 
tions of the same, six reimplantations of the 
epiphyseal cartilage, seven autotransplantations 
of the same, twelve reimplantations of 
varying lengths of the epiphyseal end of the 
metacarpal and metatarsal bones, twelve auto- 
transplantations of the same, and ten two-stage 
autotransplantations of the same. The author 
draws the following general conclusions: 1. From 
the practically uniform failure of increase in 
length of the bones after transplantation of the 
epiphyseal cartilage, either alone or with an 
accompanying piece of the epiphysis and dia- 
physis, both in reimplantation and autotrans- 
plantation, it must be concluded that epiphyseal 
cartilage loses its power to function after such 
transplantations. 2. As the degenerative proc- 
esses were more advanced in autotransplanta- 
tion than in reimplantation, it can be almost 
eertainiy predicted that there would be a more 
marked degeneration in homotransplantation. 
3. Whether a small- or large-sized transplant 
was taken was of no consequence, as there was 
the same failure of growth in every instance. 
Incision into the periosteum or boring holes into 
the cortex hastened the degenerative process. 4. 
There was marked disturbance of growth fol- 
lowing the two-stage autotransplantation, in 
spite of the fact that osseous union was secured 
before severing the epiphyseal transplant from 
its surrounding and nourishing tissues. 5. The 
epiphyseal cartilage must be considered as a 
very vulnerable tissue, its viability being di- 
rectly dependent upon its blood supply. 


Bone Transplantation. 


Horak" reports two cases of extensive osteo- 
plasty of the humerus after removal of bone for 
sarcoma. In the first case the upper two-thirds 
were removed and a piece of the humerus of a 
seventeen-year-old girl, who had died from a 
gunshot wound in the head, substituted for the 
resected portion. The result was fairly good; 
the patient became able to move the shoulder 
up to the horizontal line, and to use the arm 
for eating and sewing. In another case the 
lower part of the diaphysis of the humerus was 
removed and a piece from the humerus of 4 
young man who had died also from a gunshot 
wound in the head was implanted. Four days 
after the operation the patient showed symp- 
toms of tetanus, from which he died. Tetanus 
bacilli were found in the marrow of the trans 
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planted bone, This unfortunate occurrence 
makes evident the necessity for a most careful 
bacteriological examination of the blood and 
bone marrow in all homeoplastie operations in 
which the transplant has not been boiled. Kiitt- 
ner has already pointed out the importance of 
such examination, 

Williams’® reports an interesting case in 
which a giant cell sarcoma occurred in a man 
27 years old, and 23g inches of the lower end 
of the radius were excised. Two days later they 
obtained from a suicide the lower end of the 
radius, Which was boiled an hour and kept in 
sterile salt solution for four days. This graft 
was applied and primary union took place. 
Subsequent x-rays showed the hand radially ab- 
ducted and disloeation of the ulna. The fune- 
tion was poor and the hand grasps weak. The 
graft seemed to have acquired definite contact 
with the living bone. 

(Ed. Note—We have noticed this deformity 
and lack of good function certain cases 
where similar operations have been done. ] 


Subperiosteal Resection in Osteomyelitis. 

In a series of experiments in dogs, Phemis- 
ter*’ finds that in young animals after subper- 
iosteal resection of the shafts of the same bones 
that are most commonly affected by osteo- 
myelitis in man, for example, the tibia and the 
humerus, there is usually a complete regenera- 
ation of the shaft. From his study of the speci- 
mens subsequently removed, it seems that the 
periosteum plays a certain part (osteogenet- 
ically) in the formation of the new bone, though 
the particles of bone remaining adherent to the 
periosteum after the removal of the shaft play 
a part also. In old dogs after subperiosteal re- 
Section, using the same technic, there was al- 
most invariably failure of regeneration. In- 
fection even in young animals greatly delayed 
or prevented the regeneration. Clinically, also, 
he finds that age is an important factor. He 
considers that ‘‘in view of the clinical and ex- 
perimental data now at hand, showing the fre- 
quent failure of regeneration, subperiosteal re- 
section should be reserved for selected cases of 
osteomyelitis in which there has‘ been extensive 
hecrosis of bone and particularly where this ne- 
crosis is located in areas inaccessible to oper- 
ation, such as the posterior part of the tibia. 
Its use should be limited to parts of the body 
In which there is some other bony support (a 
so-called ‘splinting’ bone) and should almost 
never be used where there is only one bone in 
the extremity, as late sequestrectomy gives bet- 
ter results in such eases.’? The operation should 
not be performed too early, while the infection 
iS severe, nor before a soft involucrum has 
formed, On the other hand, it should not be 
Performed too late, after the involucrum is so 
ossilied that an insufficient amount of osteo- 
genetic tissue remains, 


Excision of Transverse Process of Fifth Lum- 
bar Vertebra. 

Fassett** reports three cases in which an ex- 
cision was done after other methods, such as 
fixation in various ways, had been tried. In 
these cases he exposed the process, either by 
direct incision through the erector spinae mus- 
cle or by a curved incision, turning back skin 
and muscle flaps toward the mid line. Removal 
was done by blunt dissection and chisel. Very 
material improvement resulted in all three 
cases. In one of these three cases symptoms de- 
veloped on the other side subsequently, and the 
transverse process was removed on that side, 
but too little time had elapsed to admit of any 
conclusions. From these cases, and from others 
reported, it would seem that excision of the 
transverse process of the 5th lumbar must be 
considered in certain persistently painful backs 
of the type described. 

Clarke** records an interesting case in which 
expert roentgenological interpretation had di- 
agnosed a malignant sarcoma of the femur, but 
in which at the time of operation he was in- 
duced by the macroscopical appearance of the 
neoplasm, which suggested a ‘‘fibrous cyst,’’ to 
withhold radical measures. After removal of 
the growth he approximated the parts with a 
bone graft and a long Lane plate. Subsequent 
pathological study confirmed the wisdom of his 
judgment. 

[Ed. Note—As Clarke says, it is most diffi- 
cult at times to determine from the x-ray 
whether to call a bone tumor a cyst or a giant 
celled sarcoma, and the question we believe is 
still open as to just how many giant cells make 
it a sarcoma and just how definite a cavity 
must exist to call it a bone cyst. The ‘‘currant 
jelly’? material and the many crossing and ir- 
regular trabeculae belong to more serious so- 
called giant celled sarcoma. As Bloodgood has 
shown, neither condition is malignant in the 
sense of metastasis. Both are usually capable 
of cure by local extirpation, and there is strong 
evidence to prove that many bone cysts ‘‘cure 
themselves,’’ especially if they are broken, and 
certain evidence to suggest that occasionally an 
apparently typical giant celled sarcoma may 
disappear without radical excision. Fortu- 
nately, periosteal sarcomata are usually easy to 
differentiate in the x-ray from the less malig- 
nant form, but Clarke’s article certainly em- 
phasizes the necessity of most careful investiga- 
tion as to the malignancy of bone tumors before 
amputations are performed, especially since the 
percentage of recurrences in the periosteal sar- 
comata is so high, even after most radical pro- 
cedures. | 
Pseudarthrosis of the Forearm. 

Nové-Josserand ** has observed that pseud- 
arthrosis of the forearm does not as a rule oc- 
eur when both bones are fractured, while it is 
most common in compound fractures of the ra- 
dius or the ulna alone with loss of substance. 
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The author considers the separation between the 
ends of the bone the cause of non-union, and 
where the gap is less than 4 em. recommends 
shortening the intact bone by an oblique cut, 
and thoroughly freeing and freshening the ends 
of the non-united bone and bringing them into 
apposition. 

Irrigation of Joints. 

Churchman, after laboratory experimenta- 
tion, has developed a technic by which joints 
may be irrigated thoroughly and repeatedly un- 
der local anesthesia. His apparatus, which con- 
sists of a series of aspiration bottles, is de- 
scribed, and he believes that he has benefited 
thus a few cases of tuberculous and Neisser 
joints. 

RICKETS. 

Baumann* déscribes a case of so-called myo- 
pathia rachitica, an affection of the muscles in 
rickets, which has been known since 1904 
through the studies of Hagenbach-Burckhardt, 
but which has not found very common consid- 
eration in literature. The case of Baumann’s 
was a child of about three months, with typical 
signs of rickets. There was thickening of the 
epiphysis in both forearms, and both arms were 
paretic ; there were no motions noticeable in the 
left hand, and only very weak and slow motion 
in the right hand. There was hyperextension 
of the elbow. When the arms were elevated, 
they fell down as though paralyzed, but fell in 
a more retarded manner. The muscles seemed 
to be tender. The electrical examination showed 
very considerable decrease in the electrical irri- 
tability by the faradic, as well as the galvanic 
current, but the changes were only quantitative 
and not qualitative. Under physical therapy 
the conditions improved. Indeed, it has been 
stated that physical therapy is of such benefit 
in these cases that the affection of muscles is 
often cured before there is any apparent change 
in the bony signs. Baumann presents illustra- 
tions of histological findings of another case, 
which show a very indistinct structure of the 
muscle fibres. In severe cases the cross stripes 
are particularly indistinct, while the longi- 
tudinal stripes are still seen. The kernels are 
enormously augmented in number. The differ- 
ential diagnoses must include: 1. Acute poly- 
myositis. 2. Polyneuritis. 3. Paralysis follow- 
ing acute infectious diseases. 4. Antero-polio- 
myelitis. 5. Myotonia congenita. 6. Secondary 
muscular atrophy. 7, Idiocy and myxedema. 

(To be continued.) 


Progress OF PoLIOMYELITIS EpmeMics.—On 
August 25 the number of cases in the New 
York epidemie of poliomyelitis reached a total 
of 7,621, with 1,785 deaths. In Massachusetts 
on that date, the total number of cases since 
August Ist was 203, of which 38 have been in 
Boston. There have been 328 cases in this State 
since January 1, 1916. 


Book Reviews, 


Emergency Surgery. By Joun W. Swuss, A.M., 
M.D., Associate Professor of Surgery, Indiana 
University School of Medicine; Ex-Superin- 
tendent Indianapolis City Hospital; Surgeon 
to the City Hospital. Third edition, revised 
and enlarged with 685 illustrations, some of 
which are printed in colors. Philadelphia: P. 
Blakiston’s Son & Co. 1915. 


This is a small book of 800 pages, well bound, 
well printed and illustrated. In the preface to 
this third edition, the author remarks that he 
has ‘‘adhered to the aim of former editions to 
present general principles concisely, and prac- 
tical details amply—in short to make a book 
useful to the general practitioner in the sur- 
gical phase of his daily routine.’’ Besides a 
eareful general revision, the subject matter of 
Fractures has in this new edition been increased 
—and War Surgery rewritten. The book seems 
to be a good compilation of standard works, 
without bibliography. It has, in common with 
similar books, a tendency to help the untrained 
general practitioner to believe that surgery is 
really easy and may be done safely by almost 
any doctor. It is an open question whether such 
books do more harm than good, especially when, 
like this one, they are attractive in appearance 
and dogmatic in statement. 


Practical Cystoscopy and the Diagnosis of Sur- 
gical Diseases of the Kidneys and Urinary 
Bladder. By Pavuut M. Pivcuer, M.D., Con- 
sulting Surgeon to the Eastern Long Island 
Hospital. Second edition, thoroughly revised 
and enlarged. Octavo of 504 pages, with 299 
illustrations, 29 in colors. Philadelphia and 
London: W. B. Saunders Company. 1915. 


The first edition of this book was published 
four years ago. The demand for a new edition 
has brought out the present volume,—a book 
twenty-five per cent. larger than its predecessor, 
thoroughly revised, and brought up to date by 
the rewriting of several chapters, notably those 
on ‘‘Diseases of the Prostate’? and on ‘‘Fune- 
tional Activity of the Kidneys.’’ A new sec- 
tion of twenty-five pages on Pyelography has 
been added. The final chapters of the book, de- 
voted to ‘‘Therapeutie Uses of the Cystoscope 
have been greatly amplified. They contain 
among other new work, a detailed description of 
the use of the high frequency current in the 
treatment of bladder tumors. 

The publishers have maintained the high 
standard of paper, type and illustration which 
made the first edition so attractive, and the 


ample for other writers to follow. 


continues to be, as was its first edition, an ex- 
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THE LATEST THING IN CRUTCHES. 


Necessity is the mother of invention and war 
is the mother of necessity. Therefore, war is 
the grandmother of invention and certainly the 
present war has seen a great many grandchil- 
dren, most of whom exemplify the saying that 
heredity skips a generation by being quite mar- 
tial in nature. One of the latest products of 
the war is the ingenious device of a French en- 
gineer by the name of Schlick, to take the place 
of the old style crutch slung under the armpit. 

The disadvantages of this aid to locomotion 
have always been obvious. The weight and pres- 
sure, coming as they did in the axillary region, 
@ Spot not designed by nature for them, caused 
in some individuals boils, in others pareses as the 
result of pressure on the large nerve trunks. 
Then, too, practically all weight was taken off 
the injured limb, which was prejudicial to the 
recovery of function. 


The new invention resembles a walking stick 


with a horizontal handle. Above the handle is 
a spring rest sloped to fit the forearm, In use 
part of the body weight on that side falls upon 
the hand and wrist, the rest is borne by the in- 
jured leg and the balance of the weight can be 
shifted back and forth as conditions require. 

This crutch has been on trial about a year 
now and has been commended very highly by 
wounded soldiers who have tried it. It is said 
to be so simple and natural in its application, 
that proficiency in its use can be acquired in 
half an hour. 

Preparedness should certainly include a fa- 
miliarity with the merits of this new crutch; for, 
should war come, not the least of its problems 
would be the care of the crippled. 


THE EFFECT OF THE WAR ON THE 
YOUNGER GENERATION IN GERMANY. 


In view of the many conflicting statements 
which have appeared relative to the effective- 
ness of the Allied Forces’ blockade, it is interest- 
ing to hear a report which appears to be im- 
partial, being gloomy in spite of coming from a 
German souree. Dr. A. H. Kettner, school med- 
ical officer in Charlottenburg, takes rather a 
pessimistic view of the health of the school chil- 
dren in his district. He states that it was only 
half a year after the opening of the war that 
the adults of the working classes became under- 
fed. At first the children did not suffer, as their 
parents made sacrifices for them, believing that 
the war would be of short duration. Then, too 
the government subsidized nursing mothers, 
which relieved the situation somewhat. 

Dr. Kettner’s present report is especially in- 
teresting for the reason that in the spring of 
1915, he stated that the war had made no dif- 
ference in the health or development of the chil- 
dren. But later on he was obliged to revise this 
opinion when the children were weighed and 
measured, as is done annually. Increase both in 
height and weight was found to be checked, par- 
ticularly among the girls. Dr. Kettner also re- 
ports an increase in two diseases of children, 
rickets and tetany. The former was, of course, 
easily accounted for by the poorer food supply 
since the war; the latter is supposed to be due 
in a large measure to the effect of the excitement 
of war upon the pregnant mother. 
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The above report, emanating as it does from 
a German official, contrasting no doubt with what 
he would prefer to report and directly opposite 
to his previously expressed opinion, must be giv- 
en considerable weight. It would seem to show 
that, while the Central Powers are able to feed 
themselves indefinitely, the nutritional quality 
of their subsistence must be somewhat impaired 
as a result of the state of war existing, and this 
deficiency will be felt more keenly where there 
is the least resistance, that is, among the younger 


generation. 


MEDICAL ASPECTS OF SHAKESPEARE’S 
GENIUS. 


THE recent observance of the tercentenary of 
Shakespeare’s death has recalled to the public 
mind, not only the poet himself and his works, 
too often neglected, or even forgotten, but also 
many of the books and comments that have been 
made or written about him. Among the many 
aspects of Shakespeare’s genius which have been 
thus reviewed and considered, naturally the 
most pertinent to our profession is that which 
deals with his medical knowledge and refer- 
ences. Much on this subject has been written in 
time past; and without attempting a complete 
review of this literature, we may refer briefly 
to a few of the former and recent articles which 
have appeared on this topic. 

In 1906 Dr. John W. Wainwright of New 
York published an admirable monograph con- 
sisting of a compilation of quotations from 
Shakespeare’s plays illustrating the author’s 
medical and surgical knowledge. This work of 
avocation by a busy physician constitutes a val- 
uable contribution, which only one with a pro- 
fessional training could make, to the elucidation 
of many Shakespearean quotations and to our 
knowledge of the poet himself and of his mental 
and scientific background. 

In the issue of the JourRNAL of January 17, 
1907 (Vol. elvi, p. 65), is a further contribution 
by a physician, Dr. Albert C. Getchell of Wor- 
cester, Mass., on ‘‘The Medical Knowledge of 
Shakespeare,’’ which presents, in a_ similar 
fashion to that of Dr. Wainwright, a series of 
grouped quotations illustrating Shakespeare’s 
knowledge of medicine and surgery. We cannot 
do better than to refer readers to these two pub- 
lications for complete perusal. In the issue of 


the Journau for April 18, 1912 (Vol. elxvi, p. 
603), we also commented editorially on Shake- 


speare as a medical observer, calling attention 
particularly to the astounding accuracy of his 
scientific as well as his artistic perceptions, 

In an issue of the Westminster Review some 
years ago, and not now available for verification 
of the reference, was an article by Dr. John 
Knott on ‘‘The Medical Knowledge of Shake. 
speare’’ in which he cites the following quota- 
tions as evidence that Shakespeare’s knowl- 
edge of the circulation of the blood was really 
in advance of Harvey’s demonstration. 


‘“‘The second property of your excellent 
sherris is the warming of the blood, which, be- 
fore cold and settled, left the liver white and 
pale, which is the badge of pusillanimity and 
cowardice; but the sherris warms it and makes 
it course from the inwards to the parts extreme. 
It illumineth the face, which, as a beacon, gives 
warning to all the rest of this little kingdom, 
man, to arm, and then the vital commoners, and 
inland petty spirits, muster me all to their cap- 
tain, the heart; who, great and puffed up with 
his retinue, doth any deed of courage; and this 
value comes of sherris. .. ”’ 


In the play of Coriolanus, the stomach, reply- 
ing to the attacks of its enemies, proceeds to 
say: 


‘‘True is it, my incorporate friends,’’ quoth he, 

‘‘That I received the general food at first, 

Which you do live upon; and fit it is, 

Because I am the store-house and the shop 

Of the whole body; but, if you do remember 

I sent it through the veins of your blood, 

Even to the court, the heart; to the seat o’ the 
brain; 

And through the cranks and offices of man, 

The strongest nerves and small inferior veins 

From me receive that natural competency 

Whereby they live.’’ 


Another medical aspect is that of Shake- 
speare’s doctors, which was excellently discussed 
some years ago in a paper by Dr. P. S. Donnel- 
lan of Philadelphia, to which the reference can- 
not now be found. Dr. Donnellan pointed out 
that, 


‘‘Shakespeare’s references to the medical pro- 
fession are characterized by almost unvarying 
respect; indeed, it would be difficult to find in 
the works of any non-medical author a higher 
ideal of the physician and his calling than he 
gives us. Only in two well-known instances 
does he hold the physican up to ridicule. Once, 
in ‘‘The ‘Merry Wives of Windsor,’ in the 
character of Dr. Caius, whom Dame Quickly 
declares is a combination of the fool and the 
physician, and who is supposed to be a bur 
lesque on Sir Theodore Mayerne, a French doe- 
tor who was expelled from the College of Phy- 
sicians in Paris in 1603 because of his ‘rashness, 
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impudence and ignorance of true physick.’ The 
second instanee is that of Dr. Butts in ‘Henry 
VIII,’ but he is shown as a courtier rather than 
a physician, 

“The physicians who were the creations of 
Shakespeare’s brain were portrayed as men of 
high character and skilled in the practice of 
their time. In ‘Lear’ the doctor is an expert 
alienist and neurologist, and manages the case 
of the demented monareh with such tenderness 
and skill as to earn the gratitude of the devoted 
Cordelia. In ‘Macbeth,’ the physician who is 
called upon to attend Lady Macbeth in her men- 
tal collapse following the murder of ‘the un- 
guarded Duncan,’ proves himself at once a 
shrewd Seotsman and a tactful practitioner. 
Before he undertakes ‘to minister to a mind dis- 
eased’ or ‘pluck from the brain a rooted sor- 
row,’ he cautiously finds out from her gentle- 
woman-in-waiting the exact condition of his 
royal patient, and honestly admits ‘she more 
needs the divine than the physician’ to soothe 
her distressed conscience; that her disease is be- 
yond his practice, and after giving her atten- 
dants some good advice to watch her carefully 
and ‘remove from her the means of all annoy- 
ance,’ he prudently withdraws. ’’ 


In England the oceasion of Shakespeare’s ter- 
centenary was chosen by Dr. Sir St. Clair 
Thomson to deliver the 141st annual oration of 
the Medical Society of London, May 1, 1916, on 
‘‘Shakespeare and Medicine.’’ This oration was 
quoted and reviewed at some length in The 
Medical Press and Circular. 


‘‘In Shakespeare’s time, medical science was 
but emerging from the chaos of unlicensed and 
irregular practice, and the marriage of his eldest 
daughter, Susanna, to Dr. John Hall, of Strat- 
ford, afforded his keen observation the requisite 
opportunity to note the habits and ways of 
thought of medical men. Quacks, male and fe- 
male, flourished then as now, and such practice 
Was indeed encouraged by the fact that the reg- 
ular physician was apt to cease attendance on a 
case he considered incurable, to save his reputa- 
tion. Physie failed to minister to a mind dis- 
eased, to pluck from the memory a rooted sor- 
row, ant to raze out the written tablets of the 
brain (Macbeth), and an allusion to auto-sug- 
gestion inay be read into the recommendation of 
the patient to ‘minister to himself.’ 

“The works of Shakespeare contain refer- 
ences ague, rheumatism, plagues, pestilence, 
fever, tieasles, ‘the sweat,’ leprosy, apoplexy, 
bone-ache, colic, consumption, convulsions, 


‘rains, dropsy, eestasy, epilepsy, gout, green 
Sickness | chlorosis) , heartburn, hemiplegia, ‘hy- 
drophobia, itch, jaundice, palsy, sciatica, sea- 
sickness, somnambulism, and visual spectra. 

. the poet shared the common belief that 
Vital spirits dwell in the arteries, and that 
Wound trouble is attributable to the access of 


air, an interesting observation regarding sepsis 
which recalls Lister’s carbolic spray. His refer- 
ences to the circulation of the blood (in ‘Ham- 
let’ and ‘Measure for Measure’ notably) are 
prophetic, seeing that Harvey did not reach his 
famous conclusion until a week before Shake- 
speare’s death. The social disease, on which a 
Royal Commission has recently reported, was 
known in Shakespeare’s day variously as ‘the 
French disease,’ and ‘the Neapolitan disease.’ 
Great as was his belief in the benefits of fresh 
air, he still regarded night air as harmful: 


‘**And will he steal out of his wholesome bed 
To dare the vile contagion of the night.’ 
‘‘The passage in ‘Macbeth’: 

Macduff was from his mother’s womb 
Untimely ripp’d,’ 

seems to indicate the practice at that time of 

Caesarean section. 
‘*Shakespeare was deeply interested in men- 

tal pathology. He shows surprising knowledge 

of the mental confusion preceding an epileptic 
attack, and of the ensuing maniacal excitement. 

He alludes to the value of music in sickness, but 

hints the influence is not always beneficial, for 

he states that enuresis may result from the 
sound of the bagpipes. We believe this is not 
unknown in enemy ranks when Scottish regi- 
ments get to work. And the untutored South- 
ron says there is no music in the bagpipes! The 
genius of our greatest Englishman is clearly re- 
vealed in his insight into mental and nervous 
disorders, as witness the neurasthenia of Ham- 
let, the melancholy of Jaques, the coxcombry of 

Malvolio, the hallucinations of Macbeth, the in- 

sane ambition of Lady Macbeth, the insanity of 

Ophelia, the maniacal misanthropy of Timon of 

Athens, the blind fury of Othello, the frenzy of 

Constance, the mania of King Lear, and the 

foolish imbecility of Simple, Shallow, and 

Speed. In ‘As You Like It’ we get a good idea 

of the way in which bad cases of madness were 

treated (the mild cases were not segregated). 

‘* “Tove is merely a madness, and I tell you, 
deserves as well a dark house and a whip as 
madmen do.’ 

‘‘In ‘Much Ado about Nothing’ we find a 
foreshadowing of the principles which underlie 
the modern and kindly treatment of the men- 
tally afflicted.’’ 


The issue of the British Medical Journal for 
May 6 contains a further report of Dr. Thom- 
son’s address, particularly with reference to the 
character of Shakespeare’s physicians. 


‘‘Out of thirty-six plays, medical characters 
were represented six times: (1) Dr. Caius in the 
‘Merry Wives of Windsor’; (2) an English 
doctor; and (3) a Scottish doctor in ‘Macbeth’; 
(4) Dr. Butts in ‘Henry VIII’; (5) Cornelius in 
‘Cymbeline’; and (6) the physician in ‘King 
Lear.’ No character represented a surgeon. 
Dr. Caius was treated more as a figure of fun 
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than as a regular physician, and it was probable 
that Shakespeare meant to represent a quack and 
not the learned Dr. Caius. Dr. Cornelius was 
possibly suggested by the famous physician of 
Charles V and simply adapted for dramatic 
purposes. The Dr. Butts represented in the 
fifth act of ‘Henry VIII’ was no doubt Dr. Wil- 
liam Butts, Fellow of Gonville Hall, Cambridge, 
and of the College of Physicians, who lies buried 
in Fulham Church. Cornelius played with hon- 
our and astuteness a difficult part when the 
Queen asked him for poison, and the physician 
of King Lear played his part well and sympa- 
thetically. Cerimon in ‘Pericles’ was both a 
physician and a nobleman, so that the good so- 
cial status of the medical man was here accepted 
and illustrated. No nobler panegyric of our 
profession could be written than that put in the 
mouth of Cerimon. 

‘*Quacks, who flourished abundantly in the 
period, were portrayed in several plays. Among 
such characters were Pinch, Friar Lawrence, 
and Helena. Quacks and medical mountebanks 
were found in the earlier plays, and the first 


practitioner of medicine for whom Shakespeare 
did not entertain contempt was the physician in 
. ‘King Lear,’ which was written about 1606, the 


roe before the poet’s daughter married Dr. 


Finally, in the issue of the Scientific Monthly 
for June, 1916, has been published an article by 
Dr. James Frederick Rogers, of New Haven, 
Conn., on ‘‘Shakespeare as a Health Teacher.’’ 
It is still another aspect from which this many- 
sided genius may be considered, to regard him 
as an early proponent of personal and com- 
munal hygiene. Though not in any sense, how- 
ever, a student of sanitation, it is obvious that 
for his generation he had a keen insight into the 
nature of physical and mental health, and the 
causes and habits that may improve, maintain 
or injure it. Dr. Rogers illustrates these propo- 
sitions also by quotations from the plays, and 
concludes that Shakespeare was, in the most 
important sense, a teacher of hygiene, standing 
among the foremost in the goodly company of 
non-professional writers, such as Plato, Cer- 
vantes, Moliére, Montaigne, Bacon, Locke, Addi- 
son, Franklin, Carlyle, Spencer and others, 
“‘who, by both precept and practice, have been 
our greatest preachers of the gospel of health.’’ 


MEDICAL NOTES. 


PROGRESS OF PoLIOMYELITIS.—ln the issue of 
the JourNaL for August 17, we discussed edi- 
torially the use of immune serum from recently 
recovered cases in the treatment of acute polio- 


myelitis. Report from New York on August 15, 
states that Dr. Abram Ziegler, of the Willard 
Parker Memorial Hospital in that city, advo. 
cates the similar use of normal serum from par- 
ents. 

Report from Toronto, Canada, on August 15, 
States that poliomyelitis is increasing in preva- 
lence in the province of Ontario. During June, 
1916, there were two cases and no deaths; in 
July, eleven cases and two deaths; and during 
the first fortnight of August, eight new cases of 
the disease were reported. Of all Canadian 
provinces, Ontario is in most immediate com- 
munication with New York and Chicago. 

Report from London on August 15 states 
that poliomyelitis is at present also epidemic in 
Aberdeen, Scotland, where 39 cases have occur- 
red since July 1. 


OccuPATIONAL DisEAsEs.—At the meeting of 
the American Chemical Society in New York on 
September 25 to 30, there will be conducted a 
symposium on Occupational Diseases, presided 
over by Professor Charles Baskerville, head of 
the department of chemistry of the College of 
the City of New York. 

The symposium will consider the chemical 
trades, prophylaxis in chemical industry, dis- 
eases incidental to work in aniline and other 
coal tar products, cedar lumber, mines, explo- 
sives, and a general discussion by the leading 
authorities of the country. These will include 
Drs. W. Gilman Thompson, F. L. Hofman, J. W. 
Schereshewsky, G. P. Adamson, H. N. Benson, 
W. A. Lynott, Alice Hamilton and Mr. J. B. 
Andrews. 


THe Cartwricht Lecrures.—The Cart- 
wright Lectures for 1916 of the Association of 
the Alumni of the College of Physicians and 
Surgeons, Columbia University, will be given 
by Dr. Richard M. Pearce, professor of re- 
search medicine, University of Pennsylvania, on 
October 24 and 25. Professor Pearce’s subject 
will be, ‘‘The Spleen in Its Relation to Blood 
Destruction and Regeneration.’’ 

Dr. WeLcH FoR EnGLAND.—Dr. Wil- 
liam H. Welch sailed from New York on Aw- 
gust 6 for England, to make studies in connec- 
tion with the organization of the school of hy- 
giene and public health established by the 
Rockefeller Foundation at the Johns Hopkins 
University. Dr. Welch will also study, as pres! 
dent of the National Academy of Sciences, the 
manner in which England has been organized 
in scientific lines for the war. He is accom- 
panied by Dr. George Ellery Hale, chairman of 
the committee of the academy on scientific or- 
ganization. 

European War NOores. 

GERMANY AND Rep Cross Suppiies.—In last 
week’s issue of the JouRNAL, we noted at length 
the refusal of the British Government to permit 
the passage of Red Cross supplies from Ameri 
ca to the Central Empires. On August 9, the 


German Government issued the following mem0- 
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randum, outlining its future policy towards 
such supplies destined for the Allied Powers, 
in view of this refusal: 

“Great Britain, although she had originally 
assented to safe passage of such articles, having 
declined to accept the proposals of the Ameri- 
ean and Spanish governments, having even re- 
fused to allow the American Red Cross organi- 
zation to dispatch them to the German Red 
Cross Society, and having further declined to 
listen to a protest from former President Taft 
on the subject, Germany is no longer in a posi- 
tion to grant free passage of surgical and medi- 
eal requisites coming within the power of her 
naval forces, as she has done up to now. The 
German navy will receive orders to exercise in 
the future the right pertaining to it to requisi- 
tion the medical and surgical requisites men- 
tioned in the Spanish government’s list for the 
use of German military forces.’’ 

MEXICAN NOTES. 


THE AMERICAN Rep Cross has been informed 
by the War Department that the Quartermas- 
ter’s Department will make a gratuitous issue 
of colored glasses, or goggles, to the troops on 
the Border for the protection of their eyes from 
glare and sand. In view of this, Major-General 
Arthur Murray, Acting Chairman of the Cen- 
tral Committee, American Red Cross, announces 
that it will not be necessary for these to be con- 
tributed by Chapters or other Red Cross agen- 
cies. 

BOSTON AND NEW ENGLAND 

Harvarp SureicaL Unrr.—Another reinforce- 
ment for the Harvard Surgical Unit at the front 
in France sailed from New York on August 17, 
aboard the steamer Lapland. The new detach- 
ment consisted of 11 surgeons and 11 nurses. 
Dr. Daniel Fiske Jones is the surgeon in charge. 


_Bequest.—By the will of Mrs. Josephine An- 
gier Binney, of Providence, R. I., the Sharon 
ri has recently received a bequest of 


_ Tae Weex’s DeatH Rate In Boston.—Dur- 
ing the week ending August 19, 1916, there were 
222 deaths reported, with a rate of 15.22 per 
1,000 population, as compared with 206 and a 
rate of 15.75 for the corresponding week of last 
year. There were 53 deaths under one year as 
compared with 51 last year, and 48 deaths over 
60 years of age against 68 last year. 

_During the week the number of cases of prin- 
cipal reportable diseases were: Diphtheria 38; 
Searlet fever 8; Measles 23 ; Whooping cough 18; 
Typhoid fever 2; Tuberculosis 57. 

Included in the above were the following cases 
of non-residents: Diphtheria 4; Scarlet fever 4; 
Tuberculosis 5. 

Total deaths from these diseases were : Measles 
5; Whooping cough 2; Tuberculosis 23; Anterior 
Poliomyelitis 4; Typhoid fever 1. 

Included in the above were the following 
deaths of non-residents: Anterior Poliomyelitis 
1; Measles 1; Tuberculosis 4. 


Miscellany. 


CHANGES IN THE MEDICAL CORPS, U. S. NAVY, 
FOR THE THREE WEEKS ENDING AUGUST 
12, 1916. 


July 24. 

P. A. Surgeon C. E. Strite, detached Aeronautic 
Station, Pensacola, Florida, to Louisiana. 

P. A, Surgeon A. J. Toulon, to Aeronautic Station, 
Pensacola, Fla. 
July 26, 

Surgeon R. W. Plummer, detached Hancock to 
home, wait orders. 

Asst, Surgeon James Watt, M.R.C., commissioned 
from June 28, 1916. 

Asst. Surgeon W. W. Hawke, M.R.C., commissioned 
from July 5, 1916. 
July 27. 
mae Harry Shaw, commissioned from May 28, 

Asst. Surgeon R. M. Little, M.R.C., to Navy Re- 
cruiting Station, Peoria, Illinois. 


From COMMANDER-IN-CHIEF, ASIATIC FLEET, 
SHANGHAI, CHINA, 

August 2. 

P. A. Surgeon D. C. Walton, detached Naval Hos- 
pital, Canacao, P. I., to Wilmington. 

Asst. Surgeon L. H. Boddis, detached Elcano to 
Naval Hospital, Canacao, P. I. 

Asst. Surgeon Talmadge Wilson, detached Wilming- 
ton to Elcano. 
August 5. 

Asst. Surgeon W. J. Rogers, detached Marine Bar- 
racks, Pensacola, Florida. 
August 8. 

Surgeon J. C. Pryor, detached Naval Hospital, An- 
napolis, Md., to home and wait orders. 


NOTICES. 


New YorK AND NEW ENGLAND ASSOCIATION OF RAIL- 
way Surceons.—The twenty-sixth annual session of 
the New York and New England Association of Rail- 
way Surgeons will be held at the Hotel McAlpin, 
New York City, on Wednesday, Oct. 18, 1916. A 
very interesting and attractive program has been 
arranged. Dr. William S. Bainbridge will deliver 
the “Address in Surgery,” on the cancer problem. 
Railway surgeons, attorneys and officials and all 
members of the medical profession are cordially in- 
vited to attend. 

Dr. GeorGE CHAFFEE, 
Corresponding Secretary, 


Kingston, Pa. Little Meadows, Pa. 


MeEpicat Corps EXAMINATIONS.—The Sur- 
geon-General of the Army announces that preliminary 
examinations for appointment of First Lieutenants in 
the Army Medical Corps will be held on September 5, 
1916, at points to be hereafter designated. 

Full information concerning these examinations 
can be procured upon application to the “Surgeon- 
General, U. S. Army, Washington, D. C.” The essen- 
tial requirements to secure an invitation are that the 
applicant shall be a citizen of the United States, 
shall be between 22 and 32 years of age, a graduate 
of a medical school legally authorized to confer the 
degree of Doctor of Medicine, shall be of good moral 
character and habits, and shall have had at least © 
one year’s hospital training as an interne, after 
graduation. The examinations will be held simulta- 
neously throughout the country at points where 
boards can be convened. Due consideration will be 
given to localities from which applications are re- 
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ceived, in order to lessen the travelling expenses of 
applicants as much as possible. 

In order to perfect all necessary arrangements for 
the examinations, applications should be forwarded 
at once to the Adjutant General of the Army. There 
are at present over two hundred vacancies in the 
Medical Corps of the Army. 


EXAMINATION FOR Navy MEpIcAL Corps.—The next 
examination for appointment in the Medical Corps 
of the Navy will be held on or about October 
23, 1916, at Washington, D. C.; Boston, Mass.; New 
York, N. Y.; Philadelphia, Pa.; Norfolk, Va.; 
Charleston, S. C.; Great Lakes (Chicago), Ill.; Mare 
Island, Cal.; and Puget Sound, Wash. 

Applicants must be citizens of the United States 
and must submit satisfactory evidence of preliminary 
education and medical education. 

The first stage of the examination is for appoint- 
ment as assistant surgeon in the Medical Reserve 
Corps, and embraces the following subjects: (a) an- 
atomy, (b) physiology, (c) materia medica and thera- 
peutics, (d) general medicine, (e) general surgery, 
(f) obstetrics. 

The successful candidate then attends the course 
of instruction at the Naval Medical School. During 
this course, he receives a salary of $2,000 per annum, 
with allowances for quarters, heat and light, and at 
the end of the course, if he successfully passes an 
examination in the subjects taught in the school, he 
is commissioned an assistant surgeon in the Navy to 
fill a vacancy. 

Full information with regard to the physical and 
professional examinations, with instructions how to 
submit formal application, may be obtained by ad- 
dressing the Surgeon-General of the Navy, Navy 
Department, Washington, D.C. ; 

W. C. BRAISTED, 
Surgeon-General, U. S. Navy. 


APPOINTMENT. 


Dr. HERBERT R. Brown has resigned from the posi- 
tion of Assistant Director of the Massachusetts State 
Department of Health to accept an appointment as 
pathologist at the Rochester Homeopathic Hospital at 
oa N. Y., the change becoming effective Sept. 

, 1916. 


RECENT DEATHS. 


Dr. Roscoe SMITH, a graduate of Harvard Medical 
School in 1870, and a veteran of the Civil War, died 
at his home in Auburn, Me., July 8, aged 79 years. 


Dr. THomMaAs A. KENEFICK, of New York, who died 
on Aug. 1, at Lawrence, Mass., was born at that city 
in 1860. He received the degree of M.D. in 1885 
from the New York College of Physicians and Sur- 
geons, and since that time had practised his profes- 
sion in New York City and at Newport, R. I. He 
was a member of the American Medical Association 
and the New York Academy of Medicine. 


Dr. FRANK HAMMeEr Hort, superintendent of the 
Michael Reese Hospital, Chicago, died in that insti- 
tution, of nephritis, August 3, 1916, aged 47 years. 
Hle was a graduate of the Massachusetts College of 
Pharmacy in 1895 and of the Harvard Medical School 
in 1899, then serving as house officer at the Boston 
City Hospital. There he was assistant superintendent 
from 1904 until April 15, 1915, when he went to Chi- 
cago. He was a Fellow of the Massachusetts Med- 
ical Society and of the American Medical Association, 


Dr. WenTWorTH LARRABEE Hayes, of Cambridge, 
died at South Yarmouth, August 13, 1916, of pneu- 


monia, aged 39 years. He was a native of Gardiner, 
Me., and a graduate of Bowdoin College and of the 
Tufts College Medical School, the latter in 1900. He 
was a medical inspector of schools and a Fellow of 
the Massachusetts Medical Society. He is survived 
by his widow and two sons, 


Dr, JoserpH Locue Lockary, of Roxbury, died at 
St. Stephen, N. B., August 13, aged 45 years. He was 
a graduate of McGill University Medical Department 
in 1897 when he settled in Roxbury, joining the Mas- 
sachusetts Medical Society in the following year, and 


had practised there since. He was a member of the — 


Catholic Order of Foresters and of the Knights of 
Columbus. His wife died about five years ago, and 
he is survived by a young son and by five brothers 
and four sisters. 


Dr. Epwarp L. EstTasprook, of Minneapolis, died at 
the Corey Hill Hospital, Brookline, Mass., August 20, 
where he was taken when attacked with a sudden 
illness while spending a vacation in the East. 

He was born in Camden, Me., July 13, 1845, and in 
early life served as a midshipman and later as a 
second lieutenant in the Civil War. He was on the 
Kearsarge at the time of its engagement with the 
Alabama, After the war he studied medicine at the 
University of New York, in Vienna and in Hamburg. 
While abroad he married Caroline Benedict of New 
York. He returned and settled in Minneapolis, where 
he remained in active practice until his death. He 
was a member of the Loyal Legion, the G. A. R., the 
Sons of the Revolution, the Masons and the Odd Fel- 
lows. He is survived by one son, Joseph Estabrook of 
Minneapolis. 


Dr. Isapor LETT, a prominent dental surgeon, died 
at his home, 340 Harvard Street, Brookline, Mass., 
Aug. 20, after an illness of six months. Dr. Lett, 
the son of Michael and Hannah (Hyneman) Lett, was 
born in New York City 41 years ago. When a child, 
he moved to Philadelphia with his parents and was 
educated in the schools of that city. He became in- 
terested in dentistry and entered the Philadelphia 
Dental College, graduating from that institution. 
He established offices in Philadelphia and held a 


large practice. He came to Boston about 18 years ago 


and had since practised in that city. 

He was considered an authority on dental surgery 
and was an active member of numerous dental 
societies and an officer of Mt. Sinai Hospital. He is 
survived by his widow, three children, his mother and 
one brother. 


Dr. WittiaAM H. Baker. who died on Aug. 22, at 
Lynn, Mass., was born in West Chester, Pa., on June 
7. 1844. He served in both the army and the navy 
during the Civil War, and for a decade after its close. 
He settled in the practice of his profession at Lynn 
in 1875. He was for many years president of the 
Board of United States Examining Surgeons, and was 
Surgeon-General of the Massachusetts Department, 
G. A. R. 


Dr. THoMAS PowELL, who died recently at Los 
Angeles, Calif., was born in Tennessee, in 1557. He 
received the degree of M.D., from New York Medical 
College in 1858, and had practised his profession in 
Kentucky, Indiana, and California. 


Dr. BENJAMIN FAGNANT, a well-known French phy- 
sician of Springfield, died at his home, Aug. 19, 1916, 
after a three-months’ illness. He was born in Cal 
ada, in 1871, and was educated at Laval College, 
Montreal, but had been a resident of Springfield for 
the past 45 years, where he had been in practice prac 
tically all that period. He is survived by his widow 
and a son. 


